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SOME ASPECTS OF THE MEDICAL 


MANAGEMENT 


: OF RENAL CALCULI 


Vincent Vermooten, M.D., Dallas, Texas 


Whenever practicable, surgical management of renal 
calculi is best. It removes a foreign body; this in itself is 
obviously wise, for the foreign body continuously grows 
larger; it has already grown to a size that makes it visible 
in the roentgenogram. Mechanically the calculus will do 
damage by pressure and erosion. It invites infection, and 
when infection is present it prevents the infection from 
being cured. Last, but by no means least, it will frequently 
block the free flow of urine from the kidney, from the 
calices, or even from the collecting tubules. Despite all 
these excellent reasons for the surgical removal of renal 
calculi, in some circumstances medical management is 
not only desirable but wise and sensible. This is especially 
so when calculi are forming in the renal collecting tubules, 
for no surgical procedure except nephrectomy makes it 
possible to remove these calculi, which, unfortunately, 
frequently occur in both kidneys. Tubule calculi form in 
patients who have congenital cystic dilatation of the renal 
collecting tubules '; their presence does not necessarily in- 
dicate hyperparathyroidism. Surgery may also be consid- 
ered meddlesome when a calculus that is still attached to 
a renal papilla is not obstructing the calix, is not asso- 
ciated with infection, and is not causing symptoms. When 
organic stones are present, medical management is ad- 
visable unless the stones are causing pain or progressive 
caliectasis or pyelectasis and, therefore, require surgical 
removal; after surgery, intelligent medical management is 
essential. There are many other situations in which med- 
ical management of renal calculi is desirable, when the 
risk of surgery is too great or the possible benefit from 
surgery is too little for the risk involved. 


TYPES OF CALCULI 


Intelligent medical management depends on the rec- 
ognition of the type of calculus and presumes an intimate 
familiarity on the part of the physician with the many 
concepts and theories regarding the causes of renal cal- 
culi in general and of the specific type of calculus in par- 
ticular. Recognition of the type of calculus is sometimes 
easy but sometimes very difficult. I like to consider renal 
calculi as belonging to one of three basic types: the or- 


ganic stones, such as uric acid, cystine, and xanthine 
stones, which are due to some metabolic disturbance; the 
calcium oxalate stones, which, like the organic stones, 
are not usually associated with urinary tract infection; 


' and the alkaline earth stones, such as the calcium or mag- 


nesium ammonium phosphates or carbonates, which are 
generally considered to be secondary stones and are asso- 
ciated with infection. The scout roentgenogram will en- 
able the physician to determine the nature of the stone in 
at least 50% of instances. It may show the homogeneous 
density of the metabolic stone (or its translucence), the 
cart-wheel pattern of the crystalline calcium oxalate cal- 
culus, or the laminated pattern of the alkaline earth 
stone. Study of the crystals in the centrifuged urinary 
sediment may’ give an excellent indication of the type of 
stone and.may help to confirm the physician’s interpreta- 
tion of the roentgenographic appearance of the calculus. 
Cystine crystals are more easily seen after the urine has 
been allowed to stand for a while. The brick-red appear- 
ance of uric acid crystals is also more easily seen after 
the urine has been allowed to stand. In the presence of 
renal stones, a strongly acid urine should lead the physi- 
cian to suspect a metabolic calculus, whereas a markedly 
alkaline urine immediately suggests an alkaline earth cal- 
culus or a secondary stone associated with infection. The 
calcium oxalate calculus is usually present in neutral 
urine but is found just as frequently in acid as in alkaline 
urine. With the above data, which are readily and imme- 
diately available to all physicians, it should be possible 
to identify 80 to 90% of all renal calculi before they have 
been passed spontaneously or removed surgically. 


CAUSES 


Knowing the type of calculus with which he is dealing, 
the physician should try to determine its cause. For this 
purpose, with a male patient, examination of the second 
glass of urine in a three-glass voided specimen is prefer- 
able, whereas, with a female patient, a catheter specimen 
is essential, no matter what the age of the patient. The 
sooner the urine is examined after it has been collected, 
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the less likely the physician is to obtain wrong informa- 
tion. If no pus is present, he can be reasonably certain 
that he is dealing with an organic or an oxalate calculus, 
especially if the urine is acid or neutral. If pus is present 
and the urine is strongly alkaline, he can be just as cer- 
tain that an alkaline earth stone is present or that an alka- 
line earth deposit is being laid down on some primary 
calculus. Pus in the presence of an acid urine would indi- 
cate that the infection is secondary and that the calculus 
is either an oxalate or an organic one. In this situation 
micrococci of the non-urea-splitting variety can be ex- 
pected to be present, rather than the urea-splitting type 
of organism that is generally associated with an alkaline 
earth stone. After the organisms have been identified 
morphologicaliy by staining the smear made from the 
centrifuged sediment of the urine, cultures may be made 
for further identification of the organism. The physician 
should never depend on cultures alone, but should use 
them only to confirm what he already suspects; one out 
of every three cultures will give misleading information.” 
It is important to identify the infecting organism, for that 
will greatly aid in evaluation of the type of treatment that 


is to be carried out. If, for instance, the organism is a © 


urea-splitter for which there is no effective antibiotic, the 
physician can feel certain that the calculus will promptly 
recur if it is removed surgically, and that it will grow more 
rapidly if an attempt is made to acidify the urine. Stasis 
often plays a large part in the formation of renal calculi. 
This was demonstrated repeatedly many years ago by 
Hunner* and has been confirmed by many observers 
since then; if, therefore, urinary stasis is apparent on uro- 
graphic study, the advisability of medical treatment must 
be seriously questioned unless the stasis can be overcome 
by postural drainage, ureteral dilatation, or other con- 
servative measures. 


MEDICAL MANAGEMENT 


Urinary Output.—In the medical management of renal 
calculi the first and probably the most important factor 
is the urinary output. Calculi are far less likely to form or 
to increase in size when the patient has a urinary output 
of more than 2,000 cc. per 24 hours. The urinary output 
is emphasized rather than the fluid intake because the 
difference between these two varies with many factors. 
A person who takes in 3,000 cc. in 24 hours may excrete 
only 1,000 cc. or less in 24 hours if he is doing hard phys- 
ical labor in a hot climate, whereas in cold weather and 
during a time of leisure the same person may excrete 
2,000 cc. or more. Renal calculi are not likely to form if a 
sufficient quantity of urine is excreted to keep the urinary 
salts in solution and to prevent concentration, which per- 
mits the precipitation of urinary crystals. In the presence 
of renal calculi, a urinary tract infection is almost impos- 
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sible to cure; so the physician should try to keep it under 
control. Acute exacerbations with fever are usually due to 
a streptococcic infection, provided there is no obvious ob- 
struc‘.on; these should, therefore, be treated promptly and 
efficiently with the appropriate antibiotic, preferably not 
one of the broad spectrum variety. The patient can only 
suffer harm by the use of a quantity and variety of sul- 
fonamides and antibiotics; the maintenance of an ade- 
quate urinary excretion is preferable by far. 
Diet.—How much of a role diet plays in the formation 
of renal calculi is still an unsolved problem. We know 
that a diet rich in dairy products causes an increase in 
the daily excretion of urinary calcium and that the total 
24 hour urinary calcium can be reduced on a low-calcium 
diet. On the other hand, there are many other situations 
in which urinary calcium is increased. Vitamin D will 
mobilize calcium and so increase the total 24 hour uri- 
nary excretion. This also occurs in the presence of acido- 
sis, in hyperparathyroidism, and in certain other circum- 
stances. The importance of the total 24 hour output of 
urinary calcium is actually only relative; it is not the 
quantity of calcium excreted that matters but the concen- 
tration of calcium in the urine. Meyer‘ has shown that 
all urinary salts are supersaturated from 2 to 4 times in 
the urine and that the supersaturation varies with the pH 
of the urine except in the case of calcium oxalate, which 
is supersaturated 1.7 times at all pH levels. At pH 5 cal- 
cium phosphate is in solution, whereas, according to 
Meyer, at pH 7 it is supersaturated eight times and so 
will precipitate rapidly on any nidus. Consequently, if a 
person excretes only 150 mg. of a calcium salt per 24 
hours, it is very unlikely that any crystals will precipitate 
out, provided the urine has a pH of 5 and the total excre- 
tion is 3,000 cc. of urine in 24 hours. But a pH of 7.5 and 
a urinary excretion of less than 1,000 cc. in 24 hours 
may very readily result in precipitation of the salt. From 
this we have to conclude that the role played by diet is, 
from a practical point of view, only relative and minor, 
but diet should be considered in the over-all management 
of renal calculi. Its chief value, as far as I can see, is to 
remind the patient constantly that he does have a cal- 
culus, and thus to protect him from excesses. To illus- 
trate, the diagnosis of hyperparathyroidism is made more 
because of a low serum phosphorus level than on 
the basis of a high serum calcium level (chiefly because of 
technical laboratory difficulties) ; however, the physician 
is far more certain to make a correct diagnosis on the 
24 hour urinary calcium excretion (in a patient who is 
on a low-calcium diet) than on the low blood serum phos- 
phorus. Yet despite this excessive calciuria, urinary cal- 
culi form in only 30% of patients with hyperparathyroid- 
ism; it seems, therefore, that other factors play a major 
part. Substantiating this observation, Joly*® has showed 
that the “stone belts” do not foliow geologic formation. 
In many areas in which the water is very hard, renal cal- 
culi are uncommon; this fact emphasizes the point that 
excessive calcium in water, as in the diet, plays only a 
small part in the development of calculi. It may seem 
foolish, then, to ask a patient to drink distilled or boiled 
water; to me, however, it is important, for it again focuses 
the patient’s attention on the need for increasing urinary 
output. Also, as in the instance of hyperparathyroidism, 
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unless calcium in adequate amount is taken by mouth, it 
will be withdrawn from the skelet~! system; hence a diet 
very low in calcium is undesirable. 

Acidification and Alkalization—As has already been 
intimated, calcium salts are kept in solution in acid urine 
far more readily than in alkaline urine. For that reason 
patients are given sodium biphosphate in order to facili- 
tate the acidification of the urine. Acidifying the urine 
may cause a greater excretion of calcium salts; this must 
be remembered, especially when urea-splitting organisms 
are present, for in such circumstances the supersatura- 
tion in the presence of an increased calcium output is 
likely to increase rather than to decrease the size and 
number of calculi. This brmgs me again to my primary 
premise: the most important factor of medical manage- 
ment is the maintenance of a large urinary output. In 
1950 Shorr * showed that recurrent calculi can be pre- 
vented by the use of aluminum hydroxide gels, which 
combine with phosphorus in the intestine to make an in- 
soluble salt; this reduces not only the phosphorus output 
in the urine but also the calcium output. Shorr’s impor- 
tant contribution was confirmed the next year by Bar- 
rett,” later by Marshal! and Green,*® and still later by 
others. Organic stones are almost entirely problems of 
medical management. It is, for practical purposes, im- 
possible to correct the underlying metabolic disturbances 
that permit the excessive excretion of cystine, xanthine, 
or, to a lesser extent, uric acid; consequently, surgical 
removal of these calculi merely results in a recurrence. 
Organic stones are true examples of hyperexcretory cal- 
culosis. Cystine, xanthine, and uric acid are all far more 
soluble in alkaline urine than in acid urine and can be 
kept in solution provided the urine is kept alkaline. 
Sodium citrate is an almost ideal alkalizing agent. Alka- 
lization should be around-the-clock; this means that 
there should be a midnight dose of alkalizing agent. 
When the physician is attempting to keep a patient’s urine 
alkaline, he should keep in mind two basic concepts. 
Urinary salts will tend to precipitate out when the urine 
becomes concentrated; therefore, fluids should be forced. 
Calcium phosphate is 8 times supersaturated at a pH 
of 7, and ammonium or magnesium phosphate is 3.5 
times supersaturated at a pH of 7.5 and 5.5 times at a pH 
of 8; since these are ideal circumstances for the precipi- 
tation of an alkaline earth stone on an organic stone; 
Shorr’s use of the aluminum hydroxide gels is advisable. 

Just as alkalization of the urine is important in the 
management of organic stones, acidification of the urine 
is important in the management of inorganic stones, if 
there is no infection. Calcium phosphate, ammonium 
phosphate, and magnesium phosphate are unsaturated 
in the urine at a pH of 5.5 or below; so these salts will 
remain in solution in acid urine. When studying the 
causes of Randall’s plaques, I pointed out® that the 
plaque on the renal papilla was merely the small visible 
evidence of an underlying pathological process. In each 
papilla on which a plaque appears, calcification is appar- 
ent throughout the papilla, sometimes in the basement 
membrane of the tubule, sometimes in the spinning fibers 
surrounding the blood vessel, and often in the interstitial 
tissue. Wherever collagen fibers are found in the renal 
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papilla, calcium may be deposited. When this deposition 
occurs immediately under the epithelium covering the 
renal papilla and then erodes its way through, a Randall’s 
plaque is formed. Calcium is usually deposited in the 
body in the form of a salt, most commonly calcium phos- 
phate; it is on this calcium phosphate nidus that stones 
form. This knowledge makes acidification doubly impor- 
tant. Cordonnier *° has showed that sodium biphosphate 
is an ideal acidifier in the management of urinary stone; 
I am in full agreement with this observation. Acidifica- 
tion of the urine is wise in patients with inorganic stones, 
and alkalization of the urine is helpful in patients with 
organic stones; yet I agree with Flocks ** when he says 
“the pH of the urine is not the most important factor in 
the creation of urine which will keep the calcium salts in 
solution.” Other factors, not the least of which is ade- 
quate hydration, unquestionably play a great part. 


REPORT OF CASES 


CasE 1.—A 46-year-old physician was first seen on March 6, 
1947, with severe left renal colic; radiographic study revealed 
a calculus in the lower end of the left ureter as well as a large 
calculus in the inferior calix of the left kidney. The ureteral 
calculus was extracted with a stone basket, and medication and 
diet were begun. The patient was advised to take sufficient fluids 
to void a minimum of 2,000 cc. per 24 hours. He was given 
aluminum hydroxide (Amphojel), 1 oz. (28 gm.) four times daily, 
and sodium biphosphate, 10 grains (0.648 gm.) three times daily. 
Estrogens were also given, for one month. Therapy with alumi- 
num hydroxide gel was discontinued at the end of six months. 
Milk, cream, cheese, and eggs were then eliminated from the 
patient’s diet. To keep the urine from becoming alkaline, I 
frequently supplemented the sodium biphosphate with diluted 
nitrohydrochloric acid. On this regimen the patient has remained 
well, and his most recent roentgenogram, made April 21, 1954 
(seven years after beginning of treatment) shows no increase in 
size of the caliceal calculus. During all this time the patient has 
been on a diet relatively low in calcium and has been encouraged 
to drink one or two bottles of beer daily as an efficient diuretic. 


Case 2.—On July 22, 1948, I first saw a 66-year-old physician 
who was troubled with burning on urination, frequency, and 
hematuria. Radiographic study revealed many calculi in the 
tubules of both kidneys as well as large calculi in the renal pel- 
vis on the right side and also in the left kidney. The urine con- 
tained much pus and blood, but no bacteria were seen. Blood 
serum calcium was 9.4 mg. per 100 cc.; serum phosphorus was 
4.2 mg. per 100 cc.; blood urea nitrogen was 74.9 mg. per 100 
cc. Roentgenograms made during the previous 18 months were 
located; these showed that there had been a rapid and progres- 
sive increase in the size and number of calculi. The patient was 
immediately put on a low-calcium diet; therapy with aluminum 
hydroxide, estrogens, and sodium biphosphate was begun. Forc- 
ing,of fluids was also advised, and the patient was encouraged 
to drink two bottles of beer daily as a diuretic. On this regimen 
there was no further increase in the size of the calculi. Four 
years later the patient became markedly uremic and had fever 
and a great deal of pain in the right side. Roentgenographic 
examination revealed that one of the calculi had passed into 
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the ureter and blocked one kidney. On July 16, 1952, I operated 
and removed the renal and ureteral calculi and drained the 
kidney through a nephrostomy. Two weeks later the ne- 
phrostomy tube was removed; the wound was dry within 24 
hours, and the patient went home. Except for the fact that he has 
been rather irregular in his use of aluminum hydroxide and 
estrogens, he has continued on the same medical management. 
At present (six years later) he is still in active practice; since 
his operation no more stones have formed. This case illustrates 
even better than does case 1 the advantages of correct medical 
management. In this patient who had actively, rapidly growing 
calculi, growth of calculi was stopped and did not progress at 
all during a four year period of medical management; calculi 
have not recurred during the two years since surgery. 


Case 3.—A 39-year-old man who was first seen March 13, 
1950, had a history of recurring acute attacks of renal colic 
and passing of calculi since September, 1946. He had passed 
a calculus six weeks before I saw him and was having colic 
again when he was referred to me. Roentgenograms revealed 
many calculi in the tubules of both kidneys as well as a calculus 
in the lower right ureter. Serum calcium was 9.5 mg. per 100 
cc., and serum phosphorus was 3.1 mg. per 100 cc. The patient 
was put on a low-calcium diet, forcing of fluids was advised, 
and sodium biphosphate was prescribed. All went well until 
someone persuaded the patient to have retrograde pyelograms 
made; as a result he had chills, fever, and pyuria. After a long 
fight, the patient is now doing well; his urine has become rela- 
tively free from pus. He has remained on his diet very faith- 
fully and drinks two bottles of beer every evening as a diuretic. 
The urine still contains a few pus cells and an occasional gram- 
negative bacillus, but despite the infection stones have not in- 
creased in number or size and the patient has not knowingly 
passed any more calculi. 


Case 4.—A 34-year-old housewife who finds it inconvenient 
to take as much fluid as she knows she should, who “can’t” take 
basic aluminum carbonate (Basaljel), and who dislikes sodium 
biphosphate passes many small conglomerate masses of calcium 
oxalate crystals from time to time. After each attack she will 
become very conscientious concerning diet, medicaments, and 
fluids; then, after a few months, she slacks off, soon passes a 
calculus, and starts all over again. Yet, despite this irregularity, 
this patient’s big calculi are only slightly larger than they were 
three years ago when I first saw her; she continues to pass small 
calculi, two or three times a year. 


Case 5.—On Oct. 28, 1947, a patient was admitted to the 
hospital with severe right renal colic due to a calcium oxalate 
calculus impacted in the ureteropelvic junction. This was re- 
moved at an emergency operation. The patient made a prompt 
recovery and went home; when he returned for a follow-up 
examination, just over two months later, it was found that three 
calculi had formed where there had been one before. These 
stones rapidly increased in size; two months later they had more 
than doubled in size. Calcium studies revealed not only a high 
serum calcium and a low serum phosphorus but a high 24 hour 
urinary calcium excretion even on a low-calcium diet. An ex- 
ploratory operation was performed on March 8, 1948, and a 
parathyroid tumor was found and removed. A week later the 
calculi had already decreased visibly in size. Two months later, 
two of the calculi had disintegrated and disappeared; the largest 
calculus had decreased to a quarter of its original size, and two 
weeks later it, too, had disintegrated and disappeared; to date 
(six years later) there has been no further recurrence. Others 
have made similar observations many times. These calculi, like 
the first one, were presumably calcium oxalate calculi; they 
formed in the same kidney as their predecessor. No calculi de- 
veloped in the left kidney; yet, without change in fluid intake 
or diet, the removal of the parathyroid tumor caused these 
calculi to disintegrate and disappear in half the time it had taken 
for them to develop. The excision of the tumor not only elimi- 
nated the excessive excretion of calcium salts in the urine, but 
it must have permitted the excretion of some substance that dis- 
solved either the calcium oxalate or, more likely, the cement 
substance that held the calcium oxalate crystals together to form 
the stone. One must assume that the left kidney was excreting 
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enough of this substance all the time so that no stone formed in 
this kidney, for the same amount of calcium was being excreted 
by the left kidney as by the right, and that some defect in the 
right kidney had prohibited this substance from being excreted. 
The hypercalciuria, presumably equal in the two kidneys, must 
have played only an incidental part. The behavior of renal 
calculi in the hyperparathyroid patient, when carefully studied 
and understood, may some day solve the whole problem of the 
medical management of renal calculi. 


COMMENT 

The recent work of Arthur Butt ** and his associates 
seems to point the way; Butt has showed that, in the ab- 
sence of protective colloids in the urine, the urinary salts 
are likely to conglomerate and form masses and eventu- 
ally stones. Yet when marked colloidal activity is present, 
conglomeration does not occur and there are no stones. 
This phenomenon must be considered among the most 
important in regard to the mechanism of the formation of 
urinary calculi. This knowledge can and should be used 
in the management of renal calculi. The fact that con- 
glomerates form when the protective colloidal activity is 
low suggests that a large urinary output, provided there 
is no stasis, will tend to wash out these conglomerates 
before they become large enough to be called stones. 
Artificial stimulation to increase colloidal activity may 
prevent a calculus from growing or forming, but, as in 
all instances of substitution therapy, withdrawal of ther- 
apy will cause a reversal to a lower level than before 
therapy was instituted; stones may then form, perhaps 
far more rapidly than they would have formed before. It 
has also been shown that sensitization may occur, and 
when it does it greatly increases the formation and growth 
of calculi. To go back to parathyroid tumor, it will be 
very interesting to know whether patients with renal cal- 
culi due to hyperparathyroidism have no protective col- 
loidal activity in their urine and whether after removal 
of the tumor this activity greatly increases. If this is so, 
investigation along the lines that Butt has begun may 
yield valuable information and may eventually lead us to 
the reason why stones form and to a satisfactory method 
of medical management. 


SUMMARY 


The medical management of renal calculi becomes im- 
portant only when surgical management is inadvisable 
or in the prevention of recurrence of calculus. Before 
attempting medical management, the physician should 
attempt to determine the nature of the calculus as well as 
the existence and nature of any infection. By far the most 
important factor in the control of renal calculi is an ade- 
quate urinary output. Diet plays only a secondary role 
but may be helpful in instances of hyperexcretory cal- 
culosis. This can be further aided by medication that will 
prevent excessive phosphaturia. Control of urinary pH 
plays a minor but significant role. The mechanism that 
causes the dissolution of a calculus after the excision of 
a parathyroid adenoma is as yet unknown. When it be- 
comes known and understood a major hurdle will have 
been surmounted in the management and control of renal 
calculi. 


2609 Welborn St. (19). 
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TREATMENT OF PROSTATIC CALCULI 


Harold P. McDonald, M.D., Wilborn E. Upchurch, M.D. 


and 


Clinton E. Sturdevant, M.D., Atlanta, Ga. 


Prostatic calculi are classified as exogenous or endog- 
enous, depending on the point of origin. Exogenous 
calculi come from urinary salts and may originate as 
ureteral or bladder stones and become lodged in the pros- 
tatic urethra. In a sense they are not true prostatic stones, 
but they have been classed as such. This type of stone 
has been seen after prostatectomy and may become quite 
large. Deposition of urinary salts in prostatic diverticula 
may also lead to formation of calculi in the prostate. 
These stones are frequently seen during endoscopic ex- 
aminations and are often just below the mucous mem- 
brane of the prostatic urethra. True prostatic stones, on 
the other hand, are found in the deeper structures of the 
prostate and are usually multiple. One case has been re- 
ported in which there were 1,247 stones, and in other 
reported cases several hundred calculi have been found 
at operation. Although true prostatic calculi are not 
urinary calculi, they arise by deposition from the secre- 
tions present in the prostatic ducts, and the mechanism 
of their production must be the same as that of the usual 
types of urinary calculi. True prostatic calculi are usually 
composed of cholesterol, although calcium salts may be 
-deposited on the outer surface as the stones become 
larger. These endogenous prostatic calculi frequently 
resemble millet seed in size and shape; they often are 
located near the posterior capsule of the gland. 


SYMPTOMS AND DIAGNOSIS 

Mild prostatitis has been observed in 50% of patients 
with prostatic calculi, although frequently there may be 
no prostatic symptoms. From 15 to 20% of patients 
with prostatic hypertrophy and obstruction have been 
found to have prostatic calculi. These stones may be small 
in size and easily overlooked unless they are sought for. 
It has been noted, on transurethral resection for hyper- 
trophy, that many patients have multiple small brown 
cholesterol stones, especially in the deeper portion of the 
gland, near the posterior capsule. Although the ordinary 
symptoms of prostatism are frequently seen in the patient 
with prostatic stones, often there may be no symptoms to 
lead the physician to suspect the presence of calculi. 
Recurring attacks of epididymitis have been seen in pa- 
tients with prostatic calculi. Low back pain has been 
observed, as well as pain over the pubes. 

Prostatic calculi may be suspected when the prostate 
is hard, and especially if a grating or crunching feel is 
elicited by rectal palpation. Patients with stones in the 





Read in the Symposium on Urolithiasis before the Section on Urology 
at the 103rd Annual Meeting of the American Medical Association, San 
Francisco, June 24, 1954, 

1, Ballenger, E. G.; Elder, O. F., and Lake, W. F.: Air Cystograms 
to Demonstrate Prostatic Enlargements Which Protrude into Bladder, 
J. M. A. Georgia 14:99 (March) 1925, 


prostate often have recurring attacks of urinary infection 
with subacute prostatitis, although this is by no means 
always true. Roentenographic studies usually show the 
stones, but they may be overlooked in ordinary antero- 
posterior views. Because the symphysis pubis is in front 
of the prostate and the shadow cast by the pubic bones 
overlies the shadow cast by the prostate, calculi may be 
overlooked on the roentgenogram, especially if they con- 
tain only small amounts of calcium. A technique of mak- 
ing roentgenograms to demonstrate the prostate was de- 











Fig. 1.—Means of tilting x-ray tube or angling patient’s pelvis so as to 
prevent shadow of pubis from overlying shadow of prostate. 


scribed in 1925 by the late Dr. Edgar Ballenger '; he 
advocated making air cystograms with the x-ray tube 
tilted at an angle of 20 degrees and directed toward the 
pelvis of the patient, so that the shadow cast by the pubic 
bone did not overlie that cast by the prostate. These air 
cystograms showed the presence of an enlarged posterior 
or median lobe of the prostate with great clarity. Angling 
the roentgen tube or placing the patient so that the pros- 
tatic shadow will be shown above the shadow of the 
symphysis pubis makes it possible to visualize prostatic 
calculi more clearly than they can be seen in roentgeno- 
grams as ordinarily made (fig. 1). 

In routine intravenous urographic studies, such films 
are made if the presence of prostatic calculi is suspected. 
These films are helpful in ruling out prostatic calculi 
when hardness in the gland suggests the presence of 
cancer. 


TREATMENT 
Treatment of prostatic stones is surgical removal of 
the stones and surrounding diseased prostate. Because 
the calculi are frequently numerous and embedded deep 








788 PROSTATIC CALCULI—McDONALD ET AL. 


in the gland near the posterior capsule, a subtotal perineal 
prostatectomy has been advocated by Young,? Thomas,* 
Kretschmer,* Henline,® Lowsley,® Gutierrez,’ and others. 
More recently the retropubic approach has been advo- 
cated. It is true that the perineal operation is a direct ap- 
proach to the posterior capsule of the prostate and that all 
prostatic stones can be removed by this method; it is also 
true that all of a prostatic adenoma and all stones can be 
removed by means of the retropubic approach. Experi- 
ences with 345 patients with prostatic calculi operated on 
transurethrally leads us to recommend the transurethral 
approach as preferable to open operation. By due caution 
in technique it is possible to clean out all the calculi, and 
the functional end-result has been quite satisfactory. The 





Fig. 2.—A, usual locations of prostatic calculi, near capsule of prostate. 
B, first step in removal of prostatic calculi, with initial cut made away 
from colliculus seminalis. 


important point in technique is thorough removal of the 
prostate down to the true capsule. This is especially im- 
portant near the colliculus seminalis, and care must be 
exercised not to damage or cut the external sphincter 
while resecting at this area. Of considerable help to us 
has been the practice of placing the cutting loop in the 
groove between the median lobe and one of the lateral 
lobes of the prostate, just beside the colliculus seminalis, 
and initiating the cut posteriorly toward the bladder. 
The cut is not completed in that direction, but the loop 
is placed behind the partially removed tissue and the 
cut is completed in the conventional manner (fig. 2). 
The physician will find that on occasion a finger in 
the rectum is helpful while making cuts in this area 
and also in determining whether any additional pros- 
tatic stones, covered with tissue, are present. A clean and 
complete transurethral resection is necessary in order to 
remove all the calculi present. At times, when the calculi 
are too large to be washed out through the sheath of the 
resectoscope, it is necessary to introduce a lithotrite and 
crush the larger stones. Roentgenograms should always 
be made before transurethral resection is completed, to 
determine whether or-not all calculi have been removed. 
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Convalescence is usually uncomplicated, and postopera- 
tive care is similar to that afforded the patient who has 
had ordinary transurethral resection. 


SUMMARY 


The transurethral approach for prostatic calculi is rec- 
ommended because with it good visualization, total re- 
moval of all prostatic stones, and careful correction are 
possible and sexual function is preserved. Complete 
transurethral operation must be done. Roentgenograms 
can be made, to show the complete removal of all calculi, 
before the patient is taken off the operating table. Conva- 
lescense is similar to convalescence after ordinary pros- 
tatic resection. 
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Cardiovascular-Renal Mortality—The cardiovascular-renal dis- 
eases outrank every other cause of death in the countries of the 
Western World, in some by a wide margin. In the United States, 
for example, deaths from these diseases currently total about 
800,000. . . . International variations in the level of mortality 
from the cardiovascular-renal diseases reflect in part differences 
in diagnostic methods, practices of certifying causes of death, 
and classification procedures. . . Nevertheless, the trend of 
the death rates from these diseases in the Western countries 
showed a consistent pattern in the period from 1931 to 1949. 
In the age group 25-44 years, a reduction in the mortality was 
recorded for both males and -females in virtually every country. 
. . . At ages 45-64; the two sexes generally recorded contrasting 
trends in the mortality from the cardiovascular-renal diseases. 
In the majority of countries under review, males experienced a 
rise in the death rate, while females recorded a reduction in 
nearly all instances. . . . In the age group, 65 years and over, 
both sexes experienced a rise in the death rate from the cardio- 
vascular-renal diseases in practically all the countries under 
review, except the United States and Italy. . . . There is no 
ready explanation for the general rise in cardiovascular-renal 
mortality among males past mid-life. Among the various reasons 
suggested, reference is frequently made to the increased tempo 
and strains of modern life. . . . The decrease in the death rate 
from the cardiovascular-renal diseases prior to mid-life is at- 
tributable in large part to the reduced incidence and to the 
control of infections which frequently impair the cardiovascular- 
renal system; for women, additional favorable factors may have 
been the long-term decline in the size of family, and the 
lightened burden of household duties. . . . It has been suggested 
that the incidence of coronary artery disease in some countries 
may. be associated with a diet of high fat content. Another 
explanation relates the level of cardiovascular-renal mortality 
to caloric intake: a high caloric intake leads to overweight which 
puts a strain on the cardiovascular system and results in excess 
mortality —Cardiovascular-Renal Mortality in Western Coun- 
tries, Statistical Bulletin Metropolitan Life Insurance Company, 
December, 1954. 
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RESULTS OF RADICAL PERICARDIECTOMY FOR 
CONSTRICTIVE PERICARDITIS 


CHAIRMAN’S ADDRESS 


Emile Holman, M.D. 


and 


Forrest Willett, M.D., San Francisco 


The use of pericardiectomy for constrictive pericar- 
ditis, first proposed by Delorme in 1895' and first suc- 
cessfully applied by Rehn in 1913,” has evolved through 
the usual stages of (1) slow acceptance, (2) timid appli- 
cation and disappointing failures, and (3) gradually 
increasing boldness in advising and performing the oper- 
ation, culminating in the application of improved tech- 
niques that now yield increasingly satisfactory results. 
Evidence of a greater willingness to advise the operation 
is shown in the acceptance of the principle that, whenever 
symptoms of compression of the heart appear in the 
presence of presumed active tuberculous pericarditis, 
decompressive procedures such as aspiration of fluid and 
decortication are indicated. Evidence of a more aggres- 
sive approach to the surgical problem involved is the 
recognition of the need of performing a more extensive 
and radical pericardiectomy if the desired results are to 
be attained. 

In the past, certain authors have accepted a long delay 
in improvement after an operation as an expected and 
normal accompaniment of pericardiectomy. This delay 
has been ascribed to the development of cardiac weak- 
ness secondary to myocardial atrophy during the long 
period of compression preceding the operation. Second- 
ary operations, when necessary, also have been accepted 
because of failure to correct the symptoms of compres- 
sion after the first decortication. It has been suggested 
that the Talma operation be performed if ascites is un- 
relieved by pericardiectomy. We believe that these delays 
in improvement and the necessity for secondary opera- 
tions are the direct consequence of inadequate decorti- 
cations and failure to liberate critical areas. Early in the 
history of the operation, surgeons were prone to limit 
decompression to small, easily accessible areas overlying 
the anterior surface of the heart. It is now our practice 
to excise the pericardium beyond the left cardiac border, 
right border, and inferior border, including liberation of 
the inferior vena cava and also of the superior vena cava 
and the base of the heart when indicated. To determine 
the value of this more radical pericardiectomy as advo- 
cated in several previous publications,*® our experience 
with 26 patients who had decortication and one who had 
an exploratory thoracotomy is presented. 





Read before the Section on Surgery, General and Abdominal, at the 
103rd Annual Meeting of the American Medical Association, San 
Francisco, June 24, 1954. 
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DEATHS AND COMPLICATIONS 


A 50-year-old man had a history of repeated taps for ascites 
over a period of eight years. Death on the fifth postoperative 
day was preceded by the prompt recurrence of massive ascites 
and bilateral pleural effusion suggesting myocardial failure. 

A 63-year-old woman died on the 40th postoperative day 
from myocardial failure. Ascites had been present for three 
years before the operation. 

A 60-year-old man with intestinal obstruction secondary to 
a strangulated inguinal hernia and not related to cardiac com- 
pression, died four months after pericardiectomy. 

A 38-year-old woman died 28 months after pericardiectomy, 
apparently from chronic cardiorenal disease, severe diabetes, 
and pneumonia. Chronic myocardial failure with edema and 
ascites had appeared two months after pericardiectomy, but 
without evidence of cardiac compression. 

A 30-year-old woman who had an exploratory operation for 
possible constrictive pericarditis, and in whom a normal peri- 
cardium was found, died on the 18th postoperative day. Massive 
myocardial infarctions and marked coronary and generalized 
arteriosclerosis were the cause of the symptoms and death. The 
signs and symptoms in this case were indistinguishable from those 
of constrictive pericarditis: dyspnea for 12 months; peripheral 
edema and ascites, 2 months, venous pressure, 18 cm. H,O; cir- 
culation time, 27 seconds; vital capacity, 1.54 liters; blood pres- 
sure, 100/80 mm. Hg; pulse rate 104 beats per minute; no cardiac 
murmurs; heart sounds, distant; and a low voltage in the electro- 
cardiogram. Roentgenograms showed a moderately enlarged 
heart with rapid, feeble pulsations; cardiac catheterization 
showed a low cardiac output, 2.5 liters per minute, a pressure of 
24 cm. H:O in the vena cava and the right auricle, and pressures 
of 55/20 mm. Hg in the right ventricle and 104/92 mm. 
Hg in the brachial artery. It was subsequently learned that her 
father had died at age 54 of cerebrovascular accident, her mother 
at age 52 of heart disease, and her mother’s three brothers of 
heart disease at 32, 36, and 42 years of age. It should be noted 
that she complained frequently of anterior chest pain radiating 
into the left breast and occasionally down the left arm. This 
is rare in constrictive pericarditis and should have given pause 
to our decision to operate. 

An accidental incision was made into a patient’s pulmonary 
artery just beyond the pulmonic valve during decortication of the 
base of the heart. The hemorrhage that occurred was frightening 
but was controlled by stitching a small flap of previously 
mobilized pericardium over the hole. 

While the thickened pericardium was being stripped from the 
right border, another patient had a sudden, violent hemorrhage 
that was first controlled by finger pressure. The hemorrhage was 
due to a small rent in the right auricle, which was closed by 
stitching a small flap of the previously mobilized pericardium 
over it. Completion of the pericardiectomy was effected without 
further trouble. 

While the thickened pericardium was being stripped from the 
right ventricle of another patient, injury to a large surface vein 
caused serious temporary bleeding, easily controlled by finger 
pressure and then by several stitches, avoiding the companion 
artery. 

In a fourth patient, severe hemorrhage from a surface vessel 
required control by suture ligation. Subsequent electrocardiog- 
raphy revealed evidence of severance of the anterior descend- 
ing branch of the coronary artery. The patient has recovered 
completely from all evidence of cardiac compression, and there 
is no cardiac impairment. 
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With the full aid of antibiotic therapy for variable 
periods before and after the operation, neither infection 
nor delayed healing occurred despite the recovery by 
culture of viable tubercle bacilli in six cases. Other fac- 
tors that we believe played a part in the primary healing 
of the divided sternum in all 27 cases were: (1) clean-cut 
division of the sternum with a circular electric saw; (2) 
reapproximation of the sternum by steel wires placed 
through bone, not through the less vascular cartilage, 
which is considered less resistant to infection than bone; 
and (3) mobilization of the fascia of the pectoral muscles 
on each side and its reapproximation over the midline 
sternal incision with interrupted silk or cotton sutures. 
This reapproximation of the sternum must be secure, and 
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few cases, but in later cases a few moments’ delay and 
transfer of excisional activity to another area seemed 
equally effective. 

TECHNIQUE 


The incision into the pericardium was always per- 
formed first over the apex of the heart where the mus- 
culature is thickest and where the coronary vessels are 
less vulnerable. The left cardiac border and apex must 
be liberated first. A liberated right ventricle in the pres- 
ence of a constricted left ventricle might suffer from over- 
dilation and myocardial failure. Identifying the proper 
plane was difficult, particularly in the presence of active 
tuberculous inflammation, but the proper depth of in- 
cision was usually determined by the recognition of car- 


Present Status of Twenty-Two Patients After Pericardiectomy 





Dura- Pathological 
Age __ tion Venous Report 
of of Blood Pressure, Pressure, ieee 
Pa- Dis- Date of Mm. Hg Cm. H20 Edema Ascites Non- 
tient, ease, Operation, STF OHS, a ——, Tober-  tuber- Present Present 
Case Yr. ze. Mo./Yr. Before After Before After Before After Before After culous culous Activity Health 
1 22 8 7/45 104/70 130/70 21 12 aa 0 + 0 P= x Normal Well 
2 24 10 7/47 110/70 120/70 30 15 4. 0 ee 0 te x Limited, Improved 
a. me 
3 27 TAo 5/48 100/80 118/76 35 x + 0 + 0 x Normal Well 
4 21 % 5/48 110/90 120/70 30 10 + 0 + 0 x os Normal Well 
5 35 \% 12/48 90/60 134/76 16 8 + 0 + 0 ke x Normal Well 
6 20 1% #8 12/48 110/80 120/80 42 5 + 0 + 0 x Normal Well 
7 30 4 3/49 98/78 100/78 32 22 + + + + x 
2d pericardiectomy 10/51 oseese 8 8=——~—« RW 29 15 oo 0 + 0 Limited, Improved 
‘ane 
8 42 12 5/50 130/95 130/100 33 18.5 ao 0 + 0 x Normal Well 
9 20 7 10/50 90/60 112/90 24 10 + 0 0 0 x Limited, Well 
_. a 
10 28 4 10/50 105/90 124/80 30 10 + 0 0 0 x Normal Well 
11 32 30 1/51 140/90 140/88 14 10 oe 0 + 0 x Normal Well 
12 42 15 5/52 130/90 130/85 26 17 “+ 0 + 0 x Normal Well 
13 50 4 6/52 120/90 112/76 20 10 + 0 0 0 x Normal Well 
14 51 4% 7/52 110/80 110/85 17 26 + 0 0 0 x In mild Improved 
cardiac 
failure 
15 36 A 3/53 112/90 112/78 28 13 + 0 + 0 x Normal Well 
16 34 ly 7/53 115/80 140/80 17 8.5 + 0 0 0 x Working Well 
17 55 2 10/53 100/70 158/88 16 5 a 0 + 0 x Normal Well 
18 21 1% 10/53 100/80 118/70 25 8 + 0 +- 0 x Normal Well 
19 37 1 11/53 120/90 124/80 18 10 + 0 +- 0 x Normal Well 
20* 43 + 6/53 90/70 124/76 30 10 + 0 0 x es Improved 
soles 
tuberculosis 
2it 32 12 2/54 108/90 98/70 18 12 0 0 0 0 “ x Limited Improved 
223 33 4 3/54 120/85 112/80 21 5 0 0 0 0 na x Limited Improved 





* Patient has pulmonary tuberculosis that is now healing. 
t Patient has symptoms and signs of mitral stenosis. 


at least three wire sutures should be used. Drainage of 
sanguineous fluid occurred in varying degrees in all pa- 
tients. Drainage was usually effected through a mush- 
room catheter leading to the mediastinum through the 
right pleural cavity, supplemented by repeated aspiration 
of fluid from the right pleural cavity when necessary. It 
would seem preferable, as has been done recently, to 
drain the mediastinal space by a catheter emerging 
through the right pleural space and to drain the right 
hemithorax by a second catheter, each leading into sep- 
arate two-bottle systems for gravity drainage. Irritability 
of the heart resulted at times in marked irregularity of 
cardiac action during excision of the pericardium. A 1% 
procaine solution was dripped over the heart in the first 





t Patient has congenital pulmonic stenosis partially corrected at time of operation. 


diac musculature. A plane just outside the muscle was 
then chosen for the line of excision. In the cases of long 
duration accompanied by calcification, there was usually 
a layer of fat between cardiac muscle and pericardium, 
protecting the muscle against injury and greatly facili- 
tating the pericardial resection. 

Occasionally, the heart was liberated from its invest- 
ing coat of mail by removing the covering in two layers. 
What seemed to be the entire thickness of pericardium 
proved on excision not to be, and a second decortication 
of thickened epicardium was necessary. At times cal- 
cium was found penetrating the cardiac musculature. 
When this occurred over the thin-walled right auricle, 
the calcified tissue was deliberately left in place to avoid 
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entering the auricle. The excellent exposure provided by 
ihe midsternal splitting incision up to the second inter- 
space, and transverse division at this level, greatly ex- 
pedited excision of the pericardium, particularly over 
the thin-walled right ventricle and auricle, and contrib- 





Fig. 1.—Lateral roentgenograms showing calcification of pericardium. 
A, calcification unaccompanied by cardiac symptoms, 1946. B, increasing 
calcification, 1950, with early symptoms of failure, completely corrected 
by pericardiectomy. 


uted greatly to the safety of the operation. Twenty-two 
deaths on the operating table have been recorded in 
medical literature, and probably many more have oc- 
currred that were not recorded. Two operative deaths 





Fig. 2.—Roentgenograms showing stages of illness of patient (case 4) 
with tuberculous pericarditis. Pericardiectomy was performed on May 12, 
1948. A, high temperature and pericardial effusion, July 21, 1947. B, prompt 
subsidence of effusion on bed rest alone, Aug. 7, 1947. C, appearance of 
ardiac constriction, with pleural effusion on the left and ascites, Nov. 1, 
1947. D, pleural effusion on right, May 7, 1948. E, after pericardiectomy, 
June 13, 1948. F, patient well, with a normal chest, March 4, 1954. 
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might readily have occurred in this series, but the easy 
accessibility to the site of hemorrhage led in each instance 
to complete control and a successful issue. 


EFFECTS OF PERICARDIECTOMY 


The immediate results may be best judged from the 
effect of the operation on venous pressure and on the 
disappearance of edema and of ascites when present. The 
late results were determined by ascertaining the present 
status of activity and well being (see table). Strikingly 
good results were obtained in 14 patients who were non- 
tuberculous. There was no failure in these cases to 
correct the high venous pressure, the ascites, and the 
peripheral edema. One patient (case 2) is limited in 
activity by auricular fibrillation. Another patient (case 
21) had surgery for congenital pulmonic stenosis that 
was partially corrected after decortication for an unsus- 
pected, thickened, and constricting pericardium. A third 
patient (case 22) who showed signs and symptoms of an 
associated mitral stenosis has improved greatly but is still 
limited in activity. 





Fig. 3.—Roentgenograms showing acute and chronic tuberculous peri- 
carditis in one patient (case 6). Pericardiectomy was performed on Dec. 9, 
1948. A, marked dyspnea, great ascites, and an enlarged heart shadow, 
Nov. 29, 1948. B, complete subsidence of ascites, Feb. 5, 1949. C, return 
to normal heart and health, May 2, 1951. 


Once a constricting pericardium with calcification is 
found to be a cause for cardiac symptoms, however mild, 
decortication is indicated to avert insidiously progressive 
development of symptoms and cardiac disability. One 
patient who was nontuberculous (case 10) was first seen 
in 1946 with no cardiac symptoms except a demonstra- 
bly calcified pericardium and a venous pressure of 24 
cm. H,O. He was assigned to military duty but returned 
four years later with a marked increase in pericardial 
calcification (fig. 1) and symptoms of cardiac failure: 
dyspnea, ankle edema, enlarged tender liver, paradoxical 
pulse, and a venous pressure of 30 cm. H,O. After 
decortication he returned to full military duty. The haz- 
ard of decortication apparently increases with age. The 
only immediate postoperative deaths in our series oc- 
curred in two nontuberculous patients, 50 and 63 years 
old, and both deaths were due to myocardial failure. 
Despite this hazard of age, one patient, aged 55, from 
whose abdomen 17 liters of fluid were removed by para- 
centesis the day before operation, recovered completely. 
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All eight patients with proved tuberculous pericarditis 
survived pericardiectomy despite an active tuberculous 
process in six patients who were very ill. Five are well 
(fig. 2, 3, 4, and 5). One patient (case 14) is limited 
in activity because of mild myocardial failure that oc- 
curred promptly after operation. Another patient (case 
7) with an active tuberculous process in the pericardial 
sac and right pleura had a pericardiectomy. After the 
first pericardiectomy, a decortication of the right lung 
was performed, and two and one-half years after the first 
cardiac decortication, a second pericardiectomy was 
found necessary. He is back at work, but his activity is 
limited. A third patient (case 20) is completely well 
so far as the heart is concerned and has returned to work 
but is being treated for a healing pulmonary tuberculosis. 





Fig. 4.—Roentgenograms of patient (case 9) with tuberculous pericarditis. 
Decortication was performed on Oct. 5, 1950. A, early stage of slowly pro- 
gressive pericardial effusion, July 11, 1950. B, early stage, July 15, 1950. 
C, early stage, Aug. 23, 1950. D, early stage of tuberculous pericarditis, 
Aug. 24, 1950. E, disappearance of the effusion concomitant with clinical 
evidence of cardiac constriction, Oct. 4, 1950. F, complete recovery, April 
27, 1953. 


Venous pressures were consistently lowered immedi- 
ately after decortication, and in a number of cases there 
was also striking improvement in arterial blood pressure. 
The improvement in venous pressures was prompt and 
permanent in all patients except in the two patients with 
tuberculous processes (cases 7 and 14). The extent of 
the excision of thickened pericardium may be judged 
from figure 6, allowing for contraction of the excised 
fibrous tissue. Pertinent to the conclusion that a radical 
pericardiectomy should be performed in each instance in 
order to be certain that adequate decompression has 
been effected were the observations that, although the 
entire pericardium participated in the thickening and the 
compression, maximal constriction varied greatly in loca- 
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tion. Occasionally the left ventricle was held in a vise- 
like band of unyielding fibrous and calcified tissue (fig. 
7A), or the greatest thickness of investing fibrous tissue 
lay along the lower border of the heart involving mainly 
the inferior vena cava and the right auricle and ventricle 
(fig. 7C). At times the superior vena cava and the base 
of the heart were particularly involved (fig. 7B and D). 





Fig. 5.—Roentgenograms showing development of massive effusion in 
patient (case 3) with tuberculous pericarditis. Pericardiectomy was per- 
formed on May 5, 1948. A, massive effusion, Oct. 20, 1947. B, effusion 
subsided promptly on bed rest without aspiration, Nov. 8, 1947. C, gradual 
development of signs and symptoms of cardiac constriction, April 13, 1948. 
D, complete recovery, March 4, 1954, 


Too frequent to be fortuitous was the observation that 
the maximal calcification usually occurred over the right 
ventricle and right auricle, that is, away from the site 
of the more vigorously beating left side of the heart. It 
is assumed that during the long process of reabsorption 
of the primary pericardial effusion, and during the grad- 





Fig. 6.—Amount of pericardium removed. 


ual concentration and thickening of this cell-filled fluid, 
the vigorous contractions of the left ventricle displace 
this thickening fluid into the quieter regions of less car- 
diac movement where calcium is then slowly deposited 
in the inspissated pus. The pericardium was usually 
thickest along the lower border at the junction of the 
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diaphragm and pericardium, the thickness increasing 
from left to right. This is ascribed to the action of gravity 
in pooling the concentrating pericardial fluid in the de- 
pendent pericardial space and to the effect of the vig- 
orous pulsation of the left ventricle in displacing this fluid 
to the right, thus subjecting the right lower border to 
irritation and inflammation for the longest period, with 
a correspondingly prolonged period of fibrous reaction 
to inflammation in this area. 
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Fig. 7.—Pericardial thickening and calcification. A, fibrous, calcified 
band encircling left ventricle that produced marked ascites and high 
venous pressure. B, maximum calcification across base and along right 
border of heart; accidental rent in pulmonary artery at operation closed 
by small flap of elevated pericardium, 


The intimate involvement of the diaphragm in the 
fibrous envelope around the heart may provide an ex- 
planation for the paradoxical pulse, i. e., disappearance 
of the pulse on inspiration, so characteristic of constric- 
tive pericarditis. It is suggested that the descent of the 
diaphragm during inspiration pulls down the firmly at- 
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tached pericardium with it, producing momentary accen- 
tuation of compression of the heart and momentarily 
increased limitation of cardiac filling and contraction, 
thus causing the pulse to disappear. Other explanations 
seem less convincing. 
SUMMARY 

Twenty-six patients with constrictive pericarditis have 
been subjected to radical pericardiectomy. Four patients 
died: one, 5 days after operation and one, 40 days after 
operation, both with deaths due to myocardial failure; 
one, four months after operation from intestinal obstruc- 
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C, maximum thickening of pericardium along lower and right border of 
heart that produced massive ascites, bilateral varicose veins, and bilateral 
varicocele. D, maximum compression at base involving the superior vena 
cava that produced edema of face and upper extremities. Stippled areas 
indicate the site of calcification. 


tion unrelated to cardiac compression; and one, two and 
one-third years after operation, from cardiorenal disease, 
diabetes, and pneumonia. A fifth patient, who died after 
exploration for presumed cardiac compression, was 
found to have massive myocardial infarction with a nor- 
mal pericardium. No deaths occurred on the operating 
table, despite accidental rents in the pulmonary artery 
and in the right auricle, closed by stitching small flaps of 
previously separated pericardium over them. The midline 
sternal-splitting incision provides easy accessibility to all 
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parts of the heart and contributes greatly to the safety 
of the operation. 

Fourteen patients with nontuberculous pericardial 
thickening are well; three are limited to moderate ac- 
tivity, because of auricular fibrillation, an associated 
congenital pulmonic stenosis, and an associated mitral 
stenosis respectively. 

Once the diagnosis of constrictive pericarditis is es- 
tablished by demonstrating a calcified pericardium, peri- 
cardiectomy is indicated to avert progressive cardiac 
compression and disability. The hazard of pericardiec- 
tomy increases with age, but age is no contraindication 
to the operation. All eight patients with tuberculous 
pericarditis, in six of whom viable tubercle bacilli were 
cultured, recovered from the operation and are well. 
Three are mildly limited in activity, because of moderate 
myocardial failure in one, healing pulmonary tubercu- 
losis in another, and associated tuberculous pleuritis in 
the third. Only one patient (case 7) who was tubercu- 
lous, required a secondary pericardiectomy. The first 
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decortication was performed in the presence of a high 
temperature and progressive cardiac deterioration. De- 
spite great temporary improvement the patient had a 
decortication of the right lung in a year, and 18 months 
later a second pericardiectomy was performed. All pa- 
tients except two had a prompt and, in some cases, a 
remarkable drop in venous pressure. The two patients 
who did not show a drop in venous pressure were both 
tuberculous; the patient in case 7 had a satisfactory fall 
in venous pressure after the second pericardiectomy; 
the patient in case 14 is still in mild cardiac failure. 

To the full use of antibiotic therapy must be ascribed 
the uniformly excellent healing that followed all opera- 
tions. Pericardiectomy must be radical to be effective, 
and, in order that all critical areas may be liberated, the 
decortication must extend beyond the left border, right 
border, and lower border, with release of both the in- 
ferior and the superior vena cava and the base of the 
heart. 


2361 Clay St. (15) (Dr. Holman). 





RADICAL DISSECTION OF 


STRUCTURES OF THE NECK: 


HOW RADICAL SHOULD IT BE? 


PRELIMINARY REPORT 


Oliver H. Beahrs, M.D., Rochester, Minn. 


Radical dissection of structures of the neck is usually 
done as part of definitive treatment for carcinoma of the 
head and neck. Sometimes it is done as a procedure sepa- 
rate from removal of the primary lesion; sometimes it is 
part of a combined procedure in which the regional 
lymphatic structures are dissected and the primary lesion 
is widely excised. Ideally, such dissection should be en 
bloc, as in radical mastectomy, and should include the 
intermediary lymphatic vessels. An operation for car- 
cinoma must be radical, and, in the course of it, enough 
tissue must be removed to circumvent spread of the le- 
sion. At the same time, anatomic or physiological defects 
that would be incompatible with life must not be in- 
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flicted. Possibly the best illustration of a complete opera- 
tion for carcinoma would be a hindquarter or forequarter 
amputation for a lesion of an extremity, in which all 
tissue immediately involved in the process would be sacri- 
ficed. In treatment of lesions of the head and neck, how- 
ever, certain structures must be preserved if life is to be 
maintained; also, if cosmetic deformity is too great, the 
patient cannot live with himself. Almost all carcinomas 
of the head, lip, oral cavity, and larynx spread into the 
lymph nodes of the cervical region; fortunately, these 
nodes usually remain effective barriers for a long time. 
Distant metastasis is the exception; the primary lesions 
and their metastatic extensions become inoperable, there- 
fore, only when extension and invasion into the head and 
neck are widespread. 


FROM ABOUT 1900 TO THE PRESENT DAY 

Respected pioneer surgeons ' attempted radical pro- 
cedures on the head and neck but met with failure; this 
was not because they could not use the scalpel but be- 
cause they lacked the surgical aids that are available 
today. Because survivors were few, early in this century 
surgical measures gave way to radiation. Now, 30 to 50 
years later, it is apparent that this treatment has not done 
what was hoped of it, and radiation is giving way to 
surgery. The surgeon, now aided by modern anesthesia, 
blood transfusion, chemotherapy, antibiotics, and aug- 
mented knowledge of anatomy and physiology, can suc- 
ceed where his predecessors failed. 

Crile * advocated radical dissection for cervical metas- 
tasis. More recently, Martin*® has been the foremost 
advocate of radical procedures in treatment of these 
lesions. Many others* have followed Martin’s lead 
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and have made valuable contributions. The idea of how 
radical dissection of the neck should be has varied con- 
siderably, however, even in the immediate past. Many 
surgeons preferred to preserve the internal jugular vein, 
the sternocleidomastoid muscle, the spinal accessory 
nerve,** or other structures that should be removed in 
a truly radical dissection of the neck. Lymphatic vessels 
that could have been removed en bloc were cut across, 
lymph nodes that could have been widely excised were 
approached too closely or ruptured, lymphatic vessels 
and nodes were left behind, or tissues into which the car- 
cinoma had infiltrated were inadequately removed. Thus, 
“seeding” of, or persistence of, carcinoma took place in 
the site of operation. 

As any surgeon knows, the first surgical attack on an 
anatomic region offers the golden opportunity to do the 
safest and most thorough operation. To operate second- 
arily, and especially in the neck, is a surgeon’s nighimare, 
because scarring adds to the difficulty of exposing and 
preserving important structures; therefore, any modified 
dissection in the neck jeopardizes the patient’s chance 
for cure. For these reasons it is proper to question the 
value of so-called prophylactic neck dissection when this 
dissection is not radical. Primary radical dissection in the 
neck is justified when clinical evidence of the presence of 
metastatic lesions is sufficient. 


PRESENT PRINCIPLES AND PROCEDURE 


Dissection of structures of the neck always can be 
radical, and the mortality rate should not be high, or 
should be within reason considering the seriousness of 
the disease for which the operation is performed. Begin- 
ning a little more than three years ago, therefore, in a 
certain series of cases, radical operation has been at- 
tempted in all instances in which cervical metastasis has 
arisen from primary labial, intraoral, or laryngeal car- 
cinoma. The series also included other selected cases. 
Underlying the procedure was the belief that, with few 
exceptions, dissection in the neck should have as its pur- 
pose the removal en bloc of all lymph nodes of the neck. 
To do this it is necessary to remove the sternocleidomas- 
toid, omohyoid, digastric, and stylohyoid muscles and the 
internal jugular vein. The lower pole of the parotid gland 
and the submaxillary gland also must be removed, be- 
cause nodes are closely adjacent to both. The spinal ac- 
cessory nerve should be removed, for, if an attempt is 
made to save it, excision en bloc of node-bearing tissue 
is hampered; all nodes, node-bearing fascia, and fat 
should be removed. 

Left in place are only the carotid arteries, the cervical 
part of the vagus nerve, which could be removed on one 
side if this is necessary, and the cervical part of the 
phrenic nerve, which also could be removed. The ex- 
ternal carotid artery on one side can be removed with- 
out concern. The common carotid artery, or the internal 
carotid, should be removed only if removal is necessary 
to make the procedure definitive. Reconstruction of the 
external and internal carotid vessels, as discussed by 
Conley and Pack,° and use of a homograft are to be con- 
sidered with the hope of reducing the morbidity asso- 
ciated with removal of the vessels. The surgical anatomy 
and the technique of radical dissection of structures of 
the neck are described elsewhere.* The details of the 


RADICAL DISSECTION OF NECK—BEAHRS 795 


surgical procedure have been standardized so that, with 
experience, the dissection should take not more than an 
hour. 

Removal of a primary lesion with structures of the 
neck must be considered whenever a primary carcinoma 
encroaches on the neck or on the intervening structures, 
such as the mandible, floor of the mouth, or structures of 
the midline of the neck. Even though clinically detectable 
cervical metastatic lesions are not present, radical dis- 
section should be done if it is necessary to make an open- 
ing in the lateral aspect of the neck to remove the primary 
lesion. If cervical metastatic lesions are present on both 
sides when neck surgery is first done, or if they subse- 
quently develop on the side that has not been operated 
on, it is necessary to consider bilateral radical dissec- 
tion of the neck, removing the same structures on both 
sides. The safety of doing this has been demonstrated by 
Martin *» and others.? Ordinarily, the procedure is best 
done in stages, with an interval of at least four weeks be- 
tween dissections. If both sides are involved, and oper- 
ability on either side is questionable, delay of operation 
may give time for the condition of both sides to become 
inoperable; under such circumstances, dissection should 
be done on both sides of the neck at the same operation. 


RECENT EXPERIENCE 

Since the decision was made to approach the problem 
of neck dissection in the manner described in the pre- 
ceding paragraphs, the experience has extended over 
more than three full years, 1951, 1952, and 1953. In the 
three years, 121 patients underwent 138 dissections of 
the neck in 135 operations; 104 patients were men, and 
17 were women. Average age was 58.3 years, and age 
range was 22 to 79 years. In 79 cases, the initial treat- 
ment was a combined procedure in which the primary 
carcinoma was excised at the same time that the neck dis- 
section was done. The 79 patients underwent 90 radical 
neck dissections; of the 11 patients who had bilateral 
dissections, 2 had dissections of both sides of the neck 
at one operation. In 62 instances, the neck dissection 
was undertaken because of clinical evidence of involved 
nodes, while in 28 instances the dissection was part of the 
definitive excision en bloc of the original lesion. In three 
of the six patients who are living but have had recurrence 
that could not be satisfactorily treated, there were dis- 
tant metastatic lesions. In five of the eight patients satis- 
factorily treated for recurrence, treatment was by bilateral 
radical dissection in two stages. 

In 47 operations, 42 patients underwent 48 radical 
dissections subsequent to satisfactory treatment of the 
primary lesions; one patient underwent dissection of both 
sides of the neck at one operation. In 41 instances there 
was clinical evidence of nodal involvement, while in 7 
instances the procedure was done on “prophylactic” 
grounds. In one of the three patients who are living but 
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have had recurrences that could not be satisfactorily 
treated, there were distant metastatic lesions. In two of 
the four patients satisfactorily treated for recurrence, 
treatment was by bilateral radical dissection in two 
stages. All lesions in the 121 cases (tables 1 and 2) 
were squamous cell epitheliomas except for 4 melano- 
epitheliomas, 4 cylindromas, and 2 adenocarcinomas. In 
10 instances in which there was clinical evidence of node 
involvement, the finding was not confirmed on examina- 
tion of the surgical specimen; in 7 instances nodes were 
found to be involved although clinical examination had 
not revealed that they were. In 104 cases histological ex- 
amination showed that nodes were involved. 
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formed, a temporary tracheal stoma is made; the same 
is done in all cases in which bilateral neck dissection is 
performed. Care is taken not to establish continuity be- 
tween the lateral aspect of the neck and the site of the 
tracheal stoma. One of the six patients died 24 hours 
after operation; cardiac standstill had occurred in the 
operating room secondary to airway difficulty. The mor- 
tality rate for dissection should be less than 2% if the pre- 
cautions mentioned are taken. The risk should be com- 
mensurate with that of other operations for cancer. 

In seven cases orocutaneous fistulas developed; six of 
these closed spontaneously, but for one a minor plastic 
procedure was done. In one case a toxic psychosis re- 


TaBLE 1.—Patients Subjected to Combined Operation for Primary Lesion and Cervical Metastasis 





Total Underwent 


Operated Bilateral Not 
Primary Lesion On Dissection Followed 
Squamous cell epithelioma: 
Rwcdesscastcherssimewieboasegseens 9 2 
Ps tccemdadadcmcvsraoesecortuweceda 19 7 
I ccntinpiini shnintisin o-rkatatenmdnieehe 17 1 
i tinncemnenn@nnedneeteadehinsaeeeet 11 1 1 
ree er eee 15 1 
i itiets cote teddeeve oko baste eee 1 
BESIAROODIERONOMIS 6. oiviciccs ce vcccscccesocecs 1 
NIE epncceniesressassdare desman 4 
PINS‘ Nancevorescessiescssqcts 2 
Se iceititkdbnenhicnniansaeeeunon 79 11 2 


Satis- Length of 
factorily Life Since 
Living, Treated Total Operation, 
Died in Total with for Living and Range in 
Hospital Dead Recurrence Recurrence Well Months * 
ne é 2 1 4 5-39 
1 4 1 5 14 4-30 
4 9 1 oe 7 8-26 
4 6 8-25 
1 2 2 11 3-16 
1 
1 ee eee 
1 3 8-21 
2 6-14 
5 24 6 8 47 








* Of patients living and well at time of writing. 


+ In 3 cases the primary lesion was in a submaxillary gland; in 1 case, in the tongue. 
3 In 1 case the primary lesion was in a parotid gland; in 1 case, in a submaxillary gland. 


TABLE 2.—Patients Subjected to Radical Neck Dissection Subsequent to Treatment of the Primary Lesion 





Total Underwent 


Operated __ Bilateral Not 
Primary Lesion On Dissection Followed 

Squamous cell epithelioma: 

i ndinks cele y.siveasbastanddmeseens 8 1 

nse mitnicesssnegtekineneemouhs 15 3 ee 

ila rcdvindenddbucaonvake widen 6 1 1 

ee a ee 2 2 

int wa sdhendnsesawkeneune 4 

Pb céicrecswcnceed easgeaceesueons 2 

Si ciwcacduktsankooxedeusroeee 1 ry 

TIMID. s.6.0 dene ggncommbvcimhew eam 1 1 
ID Soon as cckncinccedvecmences 3 

Ss Ateaictday hrssecctea deslreicedtadeunee 42 6 3 


Satis- Length of 
factorily Life Since 
Living, Treated Total Operation, 
Died in Total with for Living and = Rangein 
Hospital Dead Recurrence Recurrence Well Months * 
1 ee 1 7 6-28 
3 oe 3 12 8-31 
1 1 1 3 4-33 
2 oe - 2 10-12 
1 1 oe ee 3 
1 oe eves 
1 4 
1 2 9-32 
1 9 3 4 27 








* Of patients living and well at time of writing. 


Of the 121 patients, who underwent 135 operations, 
6 died in the hospital; the mortality rate on the basis of pa- 
tients was 4.9%, but on the basis of operations it was 
4.4%. Five of the patients who died had been subjected 
to the combined operation. In two of the six cases, death 
was caused by pulmonary emboli; in one case it occurred 
on the 2nd postoperative day, and in the other on the 10th 
postoperative day. Now, postoperative prophylactic anti- 
coagulant therapy is employed in all cases, and thrombo- 
phlebitis has not occurred since this practice was begun. 
Of the six patients who died, three died of complications 
relative to the airway, two of laryngeal edema, and one 
of aspiration of exudate from the lateral aspect of the 
neck into the tracheal stoma. Tracheotomy had not been 
performed on either patient who died of laryngeal edema. 
Now, in all cases in which the combined operation is per- 





quired active treatment. In one case a chylous fistula 
necessitated three operations before closure was obtained 
with polyvinyl-methylal (Ivalon) surgical sponge. Other 
postoperative problems were minor. Cosmetic defects of 
radical dissection of the neck (fig. 1) are minimal, and, 
even when hemimandibulectomy is part of the procedure, 
the defect is not marked (fig. 2). About a third of the 
patients have no complaints or incapacity after removal 
of the spinal accessory nerve; another third have only 
minimal complaints; a final third complain of some in- 
capacity. For patients subjected to the combined opera- 
tion, the average stay in hospital was 14.2 days. Among 
the patients who increased this average were four with 
fistulas; their stay in hospital was, respectively, 39, 51, 
60, and 61 days. The shortest stay was 3 days; in cases 
in which dissection of the neck only was done, the aver- 
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age stay in hospital was 8.9 days. The cases from which 
this average was derived included one in which the stay 
was 57 days; fistula developed in this case. 


Although sufficient time has not elapsed to allow crit- 
ical evaluation of results obtained from neck dissection 
such as has been described, it is encouraging to know 
that 74 patients are living and well, from 3 to 39 months 





Fig. 1.—Bilateral radical dissection of the neck in two stages performed 
because of cervical metastasis secondary to a carcinoma of the larynx. 
Dissection on the right side was done three months after laryngectomy. 
Dissection on the left side was done nine months after that on the right, 
when metastasis on the left side became clinically apparent. The patient 
is living and well 31 months after the first neck dissection. 


after operation. Nine patients who are living have had 
recurrences, four having distant metastatic lesions only. 
It is to be noted also that, in many of the earlier cases 
in this series, the disease was so advanced that some sur- 
geons would have considered the condition inoperable 
on the basis of existing criteria. One patient who had a 
melanoepithelioma is alive and well 32 months after 


TABLE 3.—Patients Who Underwent Bilateral Radical Neck 


Dissection 
Living, Length of 
with Living Life, 
Location of Operated Recur- and Range in 
Primary Lesion n Dead rence Well Months * 
ies clcdasrasesae 3 . 1 2 §-22 
errr 10 2 8 7-31 
ES 2 1 1 4 
eee eo 1 1 - cane 
Nasopharynx........ 1 1 4 
I  Gaicetaneeds 17t 4 1 12 


* Since first neck surgery, of patients living and well at time of 
writing. 
t Eleven from table 1; six from table 2. 


operation. Of the 34 patients whose cervical lymph nodes 
were found on clinical examination not to be involved, 
30 are living and well; one died in hospital, in one distant 
metastatic lesions have become manifest, and in 2 primary 
lesions have recurred. Data on cases in which bilateral 
radical dissection of the neck was performed have been 
extracted from tables 1 and 2, and results are given in 
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table 3. Therein it is evident that, of 17 patients, 12 were 
living and well 4 to 31 months after the initial operation 
on the neck. At one time, bilateral cervical metastatic 
involvement was considered an inoperable condition. 


COMMENT 

Treatment applied to the neck in cases of carcinoma 
of the head and neck, when treatment is indicated, is 
surgical. At the Mayo Clinic we use radiation therapy 
only when the lesion is inoperable or when the patient is 
not a candidate for surgical measures. Hendrick and 
Ward *‘ have advocated definitive radiation therapy pre- 
ceding surgical attack on the neck; this may some day 
prove to be indicated, but we have not elected to use it. 
Certainly if radiation treatment is to be used it should 
be given in therapeutic doses. Neither have we resorted to 
aspiration or excision biopsy of nodes that, on clinical 
examination, have given evidence of being involved. My 
preference, in such circumstances, is for primary and 
radical neck dissection. Preferably this is done as part 
of a combined procedure, the other part of which con- 
sists of removal of the primary lesion. An attempt always 
is made to carry out the dissection en bloc, in order to 
excise intervening lymphatic vessels. Whenever it is nec- 
essary to excise part of the mandible or the floor of the 
mouth, or to make an opening in the lateral aspect 
of the neck in removing the primary lesion, radical neck 
dissection is done at the same time, even though it is 
thought that metastatic lesions in the cervical region are 
not present. Lastly, neck dissection is indicated in selected 
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Fig. 2.—A combined procedure (removal of primary lesion and radical 
dissection) was done in this case because of clinical evidence that a 
carcinoma of the floor of the mouth involved the right hemimandible. The 
neck dissection was done at the same time that the primary lesion was 
removed because the lateral aspect of the neck was opened in the course 
of the oral surgery. Nodes were not involved. The cosmetic result is not 
objectionable; function is satisfactory. The patient is living and well seven 
months after operation. 


cases, such as one in which there is a well-lateralized in- 
vasive lesion of the extrinsic portion of the larynx, even 
though lymph nodes are not palpable. Adequate follow- 
up of patients with lesions of the head and neck is a most 
important factor in their continued satisfactory treat- 
ment. 
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SUMMARY AND CONCLUSIONS 


Of 121 patients subjected to 138 radical dissections 
of the neck, in 135 operations, 74 patients are living 
and well, from 3 to 39 months after operation. The oper- 
ative mortality rate was 4.4%. This report is preliminary 
only, but the results of this study have already led me to 
several tentative conclusions. The mortality rate can be 
reduced by performing tracheotomy in two types of 
cases: those in which the operation consists of a combina- 
tion of removal of the primary lesions and radical dis- 
section of the neck, and those in which dissection is 
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bilateral. Prophylactic use of anticoagulants is of value. 
Radical neck dissection should be carried out whenever 
the cervical nodes give evidence of involvement on clin- 
ical examination, whenever the lateral aspect of the neck 
is entered in the course of removal of the primary lesion, 
or whenever, in selected cases, a definitive treatment is 
indicated, even though regional lymph nodes do not give 
clinical evidence of being involved. Dissection of the neck 
should be a radical procedure, and should not be a modi- 
fied procedure. 


200 First St. S. W. 





DIAGNOSTIC DIFFICULTIES IN EVALUATING 
PULSATING MEDIASTINAL MASSES 


Charles K. Donegan, M.D., St. Petersburg, Fla. 


Don C. Nouse, M.D., Toledo, Ohio 


Recently we have seen a number of patients with pul- 
sating mediastinal masses that subsequently were proved 
to be tumors. These patients were referred to the cardio- 
vascular service as having aneurysms. Because of the dif- 
ficulty in making the differential diagnosis between cystic 
mediastinal masses and dilated pulmonary arteries, we 
thought it worth while to present our experience in this 
problem. If cystic mediastinal tumor is not considered in 
the differential diagnosis of a dilated pulmonary artery, 
operable tumors and cysts can be easily overlooked. 

It is true that clinical manifestations and roentgeno- 
graphic findings, in the majority of mediastinal lesions, 
make the diagnosis obvious. However, in this paper we 
are concerned with that small group in which it is difficult 
to make the proper diagnosis, and in which a tumor may 
be easily missed. It is equally important not to subject 
patients with benign vascular shadows to unnecessary 
surgical exploration. In this paper we are reporting cases 
of patients who were asymptomatic and in whom it was 
discovered, through routine roentgenographic studies, 
that pulsating mediastinal masses were present. Only 
those cases are presented in which the differential diag- 
nosis was not obvious or in which incorrect diagnosis was 
made by experienced observers. 


REPORT OF CASES 


Case 1.—A 25-year-old white man was seen because a roent- 
genogram of his chest showed a mediastinal lesion (fig. 1). One 
week prior to this, he first noticed a sharp pain in the lower 
midchest on deep breathing. This was brought on by a pro- 
longed period of strenuous activity. The pain was constant and 
moderately severe and disappeared the day prior to the day he 
was seen. There were no related symptoms during or as a 
residual of this pain. A chest roentgenogram taken two years 
previously was reported as normal. History, family history, and 
systemic review were not contributory. On physical examination, 
temperature, pulse rate, respiratory rate, and blood pressure were 
normal. The only abnormal finding was widening of the medi- 
astinal area of dulness in the second and third left intercostal 
spaces on percussion. There was visible prominent systolic pulsa- 
tion in this area. Routine laboratory studies, serologic tests, and 
an electrocardiogram were normal. On roentgenographic and 
fluoroscopic examination a large, sharply defined smooth mass 





Dr. Harold J. Jacobs gave permission to report case 2, 


was seen in the left anterior mediastinum, inseparable from the 
cardiac silhouette. Fluoroscopic observation showed pulsations 
of the mass opposite in timing to pulsations of the left ventricle. 
No cardiac chamber enlargement was visualized, and there was 
no compression or displacement of the barium-filled esophagus. 
Since this mass pulsated actively, and this was not believed to 
represent transmitted pulsations, it was concluded that it prob- 
ably represented a large aneurysmal dilatation of the main 
pulmonary artery. 

Fluoroscopy by one of us (C. K. D.) disclosed these findings. In 
the anteroposterior view a parodoxical pulsating mass was seen 
along the upper left cardiac border. The pulsations decreased on 
deep inspiration and were not changed on change of position. 
In the right anterior oblique view the mass was more prominent 
but could not be better outlined. The cardiac silhouette was 
otherwise normal, but the pulmonary window was obliterated 
and the aorta could not be identified. The conclusion was that 
the patient had a mediastinal tumor. Because of the difference 
of opinion, angiocardiography was scheduled. The patient had 
a history of allergic urticarial reactions, and sensitivity reactions 
developed to sodium acetrizoate (Urokon) and iodopyracet 
(Diodrast). In view of this it was believed the risk of angio- 
cardiography would be greater than that of exploratory thora- 
cotomy. Therefore, exploratory thoracotomy was done. A cystic 
thymoma was found and completely excised. The patient is pres- 
ently asymptomatic and shows no evidence of residual or 
recurrent tumor. 


CasE 2.—A 17-year-old Negro boy was seen because of a 
mediastinal lesion that had been discovered on routine chest 
x-ray examination done as part of a preemployment physical. 
This patient had been turned down for employment because of 
an abnormal mediastinal shadow discovered again on a routine 
chest roentgenogram June 18, 1951. No recommendations were 
made at that time, and no follow-up studies were done. He was 
reexamined in July, 1953 (fig. 2), when the abnormal shadow 
was still present and somewhat larger. It was at this time he was 
referred to the clinic. He had been completely asymptomatic. 
Physical examination revealed a well-developed, well-nourished, 
Negro male who seemed to be in perfect physical condition. 
Examination of the heart and lungs showed no abnormalities. 
The electrocardiogram and laboratory work were within normal 
limits. 

Fluoroscopic examination showed that both leaves of the 
diaphragm moved freely. The cardiac silhouette was seen in the 
normal position. The cardiac rate was slightly increased; how- 
ever, no arrhythmia was noted. In the left hilar region, extend- 
ing from about the level of the lower border of the arch of 
the aorta to the lower border of the ninth rib, and measuring 
about 8 cm. in vertical diameter, a large, lobulated mass was 
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noted adjacent to and apparently continuous with the cardiac 
silhouette. During normal respiration this mass had a relatively 
expansile pulsation; however, on deep inspiration the pulsation 
appeared to be transmitted. The initial impression from fluoros- 
copy was aneurysm of the pulmonary artery. An angiocardio- 
graphic examination was done, and the mass failed to opacify. 
Thoracotomy was performed, and the mass was removed. Patho- 
logical section showed it to be a cystic thymoma of the anterior 
mediastinum. The patient made an uneventful recovery. 

Case 3.—A 20-year-old white boy was admitted to the hos- 
pital because a roentgenogram was reported as showing a mass 
in the chest. The patient was entirely asymptomatic. Previous 
roentgenograms of the chest had been taken and showed no 
abnormalities. Initial examination of the chest showed that there 
was a curvilinear soft tissue mass opposite the left hilum that 
was believed to represent a dilated pulmonary artery. Fluoro- 
scopic examination confirmed the impression of a markedly 
dilated pulmonary conus in the main stem artery, without evi- 
dence of increased pulsations or increased dilation of the re- 
maining pulmonary vascular tree. No chamber enlargement was 





Fig. 1.—Roentgenogram of patient in case 1 showing mediastinal lesion. 


detected, including the esophagram. The finding on the basis of 
the above studies alone was nondiagnostic, poststenotic dilation 
of the pulmonary artery, with aneurysm and idiopathic dilata- 
tion to be considered. On transfer to the hospital, the patient 
denied any symptoms. Present illness, history, family history, 
or systemic review were not contributory. On physical examina- 
tion no abnormal findings were noted. Temperature, pulse, re- 
spiratory rate, and blood pressure were within normal limits. 
An electrocardiogram was normal. Laboratory examinations, 
including serologic tests, were normal. 

Reexamination of the chest by roentgenographic studies and 
fluoroscopic evaluation revealed the impression to be probably 
that of an anterior mediastinal mass of extravascular origin. 
Because of the difference of opinion, angiocardiography was 
done. The study was done with 70% sodium acetrizoate and a 
stereocassette changer. The findings were those of satisfactory 
filling of the pulmonary artery at 2.5 seconds (fig. 3). This showed 
that the mass previously described was not pulmonary artery and 
represented some type of solid or cystic lesion, not vascular in 
origin. On thoracotomy a simple serous type cyst that measured 
about 4 cm. in diameter was found in the anterior mediastinum 
anterior to the pulmonary artery and lying on the superior border 
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of the pericardium somewhat medial to the trachea. The cyst 
was easily separated from its surrounding tissues and was com- 
pletely excised and removed. Pathological diagnosis was that of 
simple serous mesothelial cyst of the mediastinum. Findings were 





Fig. 2.—Roentgenogram of patient in case 2 showing abnormal medi- 
astinal shadow. 





Fig. 3.—Results of angiocardiography showing satisfactory filling of 
the pulmonary artery at 2.5 seconds. 


compatible with pericardial cysts. The patient made an unevent- 
ful recovery. Follow-up roentgenographic studies of the chest 
and mediastinum have been entirely within normal limits, and 
the patient is asymptomatic. 











800 MEDIASTINAL MASSES—DONEGAN AND NOUSE 


CasE 4.—A 26-year-old white man had no complaints on ad- 
mission to the hospital and was referred because of findings of 
a tumor on x-ray examination of the chest. The patient denied 
any specific symptoms on admission except for a slight cough 
productive of a little phelgm and a moderate recent weight 
loss. He denied fever, chills, or night sweats. It was of interest 
that three years previously a mass had been noted in the left 
hilar region and routine hospital studies were reported as within 





Fig. 4.—Results of angiocardiography showing opacification of the right | 
auricle, right ventricle, and pulmonary artery. 


normal limits. History, systemic review, and family history were 
otherwise entirely normal. Physical examination revealed a well- 
developed, well-nourished white man in no distress. Tempera- 
ture, pulse, and blood pressure were entirely normal. Results of 
the entire examination were normal except for the finding in the 
pulmonic area of a grade 2 systolic murmur that was best trans- 
mitted to the area beneath the left clavicle. The pulmonary 
second sound was normal. The remaining cardiovascular exami- 
nation was within normal limits. Laboratory examination, includ- 
ing serologic tests, and electrocardiogram were normal. 


X-ray examination of the chest showed the lungs were clear. 
The left hilar area showed a density that was markedly accentu- 
ated immediately beneath the aortic knob. The remaining find- 
ings were reported as being entirely within normal limits. Fluoro- 
scopic examination of the chest showed the increased density 
on the left to lie just beneath the aortic knob, which pulsates 
in the paradoxical manner to the pulsations of the left ventricle. 
In a lateral and oblique projection this increased density could 
not be definitely identified, but, as well as could be seen, it was 
located over the first portion of the descending aorta, and there 
was slight suggestion of pulsation. On deep inspiration this in- 
creased density became less prominent, and on deep expiration 
it was very prominent, showing strong pulsations. Fluoroscopy 
by another examiner revealed that this was a large pulmonary 
artery with marked pulsations, which was the density seen on 
roentgenograms. Because of the difference of opinion, angio- 
cardiography was done with 50 cc. of 70% iodopyracet. It 
showed opacification of the right auricle, right ventricle, and 
pulmonary artery (fig. 4). There was an aneurysmal dilatation of 
the branches of the pulmonary artery. At eight seconds the con- 
trast medium was seen in the aortic arch, which was normal in 
size and location. Final diagnosis was aneurysmal dilatation of 
the pulmonary artery. 
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Case 5.—A 21-year-old white man was admitted because of 
abnormal findings on chest x-ray examination. The patient 
stated that nine months prior to admission a routine photo- 
fluorogram of the chest had been taken and an abnormality in 
the cardiac configuration had been noted. A 14 by 17 in. retake 
was made, with the same findings. Previous photofluorograms 
nine months prior to this had shown normal results. Immedi- 
ately prior to the admission to the hospital the patient had had 
a 14 by 17 in. roentgenogram taken, which was the reason for 
admission to the hospital. The patient denied clinical symptoms. 
History, family history, and systemic review were entirely nor- 
mal. Physical examination revealed a well-developed, well- 
nourished white man, not in distress. The temperature, pulse, 
respiratory rate, and blood pressure were within normal limits. 
Physical examination was entirely normal, except for the find- 
ing of a grade 2 systolic murmur in the pulmonic area, localized 
in the second left interspace : >ar the sternum. This was slightly 
increased by exercise and the pulmonic second sound became 
accentuated. Results of remaining examinations were entirely 
normal. 


Laboratory examination, including routine studies and sero- 
logic tests, were normal, as was the electrocardiogram. On 
photofluoroscopic examination of the heart in the anteroposterior 
view there was unusual prominence along the upper left border 
of the heart. The right pulmonary artery was prominent. On 
the right anterior oblique view pulsations were not seen over 
this area. It was noted that these pulsations appeared weak and 
slightly paradoxical to those of the left border of the heart or 
the left ventricle. In the left anterior oblique view the right 
ventricle appeared somewhat full; however, the left ventricle 
cleared the spine. In the left anterior oblique view the aorta 
could not be outlined. Results of barium study were normal. 
Because these findings were nondiagnostic, angiocardiography 
was done. Seventy per cent sodium acetrizoate was injected into 
an antecubital vein on the left, and a two-film study of the right 


ate, 








Fig. 5.—Results of angiocardiography showing anomaly in the left 
pulmonary artery. 


side of the heart and lesser circulation was obtained (fig. 5). 
An anomaly was found in the left pulmonary artery at the bi- 
furcation where two large vessels appeared at the primary di- 
vision instead of the usual large single vessel. It was felt that 
this anomaly was of no clinical significance. There was no evi- 
dence of any soft tissue mass in the mediastinum. 
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COMMENT 


These cases illustrate the problems of diagnosis of 
pulsating mediastinal masses. They are a select group of 
cases in which the usual clinical and x-ray examinations 
were inadequate for complete diagnosis. It should be 
emphasized that these angiocardiographic investigations 
were necessary in but a small percentage of the total cases 
of mediastinal tumors. In most cases fluoroscopic investi- 
gation and appropriate x-ray studies were adequate. This 
series of cases illustrates the limitation of the generaliza- 
tion that differential diagnosis of mediastinal tumors is 
easy because arterial vascular lesions pulsate, while tu- 
mors do not. It is evident that some tumors will show 
definitely expansible pulsations because of close proxim- 
ity to the larger arteries. It is also evident that arterial 
anomalous shadows may not pulsate vigorously. Critical 
fluoroscopic interpretation and x-ray studies by experi- 
enced observers continue to be the most important diag- 
nostic procedures. In the patient in case 2 one fluoros- 
copist was sufficiently impressed by the type of pulsations 
that a tumor diagnosis was made preoperatively, even 
though the pulsations were evident and incorrectly inter- 
preted by another competent observer. In this case it was 
believed that the risk of angiocardiography was greater 
than that of surgery. In two cases angiocardiographic 
studies showed mediastinal tumors that were easily ex- 
cised when the previous diagnosis by fluoroscopy had 
been pulsating vascular lesions. It is of interest that all of 
these tumors were of cystic nature. 
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It is further emphasized that anterior and middle medi- 
astinal pulsating tumors present the most difficult dif- 
ferential diagnostic problem by x-ray study. In this area, 
angiocardiographic value is the greatest. In mediastinal 
tumors, angiocardiography usually reveals an essentially 
normal vascular arrangement, and, therefore, diagnosis 
of vascular or extravascular lesion is easily established. 

The value and safety of angiocardiography has been 
well demonstrated previously. Even though exploratory 
thoracotomy is reportedly now a relatively safe procedure, 
it is not without risk. In two of the presented cases, angio- 
cardiography demonstrated that the lesions were of vas- 
cular nature, and exploratory thoracotomy was avoided. 
In two of our cases the pathological diagnosis was cystic 
thymoma, which is a rare lesion in adults, as reported in 
the present literature. A recent exhaustive survey of the 
world literature reveals only 13 previously reported 
cases.° 

CONCLUSIONS 

It is important to make a causative diagnosis of all 
pulsating mediastinal masses. A small percentage will 
prove to be cystic tumors, in which surgical intervention 
is important. The degree of pulsation of a mass is no in- 
dication of whether it is a vascular or cystic tumor. 


1915 Parkwood Ave. (2) (Dr. Nouse). 
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STANDARDIZATION AND EFFICACY OF BCG VACCINATION 
AGAINST TUBERCULOSIS 


TWENTY YEAR STUDY: A CRITICAL EVALUATION 


Sol Roy Rosenthal, M.D., Ph.D., Chicago 


In evaluating BCG vaccination, one must first define 
its potentialities. BCG vaccine,. properly administered, 
will increase the resistance of both animal and man to 
virulent tubercle bacilli. This resistance is not absolute. 
The degree of resistance that it is possible to develop 
against tuberculosis may not be as great as for some 
other disease. Yet it should be borne in mind that there 
is no disease against which absolute immunity can be 
achieved. This fact was sharply brought into focus with 
the report of an epidemic of smallpox among our armed 
forces in Korea.' This experience showed that adequate 
exposure could break down resistance even after multiple 
vaccinations against smallpox. The potency of the vac- 
cine and the methods of administration were also taken 
into consideration. In evaluating BCG vaccination, all 
of these factors must be considered: (1) the vaccine it- 
self, (2) the method of administration, and (3) the de- 
gree of exposure. Other factors such as housing, educa- 
tion, and nutrition must also be included in a thorough 


evaluation. 
THE VACCINE 


Viability—In recent American literature much has 
been written on the loss in viability of the BCG vaccine 
made by standard methods.’ It was claimed that the vac- 


cine loses more than 99% of its viability after 48 hours 
of storage. This statement gained wide publicity although 
it could be verified neither by others nor by the laboratory 
that originally made the report.* It was shown that when 
standard vaccine is stored at icebox temperatures it loses 
little of its viability for periods up to one month.‘ Further- 
more, it was shown by the U. S. Public Health Service 
that vaccine stored for 7 to 14 days gives the same rate 
of tuberculin conversion as does the fresh vaccine.° In 
studies, reported by Edwards and co-authors,’ of the 
International Tuberculosis Campaign, composed of the 
World Health Organization, the United Nations Interna- 
tional Childrens Emergency Fund (UNICEF), and the 
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Scandinavian Red Cross, it was shown that with some 
vaccines if 1 part of live vaccine is mixed with 256 parts 
of dead vaccine the percentage of conversion is not 
altered appreciably. There are some differences in the 
average diameters of the tuberculin reaction, but the 
difference is only 2 to 4 mm. Dead vaccine alone, 
on the other hand, gives only a small percentage of 
conversion. For freeze-dried vaccine, which is discussed 
below, the viability remains constant for periods up to 
three years if it is stored at icebox temperature (4 C). 


Potency.—It is now generally agreed that BCG vac- 
cine will not produce progressive disease in animal and 
man. The studies of Vorwald,’ who reported that in 
silicotic animals injected with BCG vaccine progressive 
disease would develop, could not be verified by Vorwald 
himself in numerous experiments in guinea pigs, rabbits, 
and dogs.* Similarly, the work of Hauduroy °® could not 
be confirmed in regard to the production of progressive 
disease by BCG vaccine in hamsters.'° Finally, Dubos has 
stated to me that the low state of nutrition produced in 


TABLE 1.—Comparison of the Tuberculin Conversion of BCG 
Vaccines from Different Sources * 


Tuberculin Allergy 50 Day Test 
AN 





a= en 
Mean 
Indura- 

tion to % Reacting to 

Amount, No. 10T.U., -————-“-——> 

Source Meg. Tested Mm.t 10T.U. 100 T.U. 
er enes 0.10 238 9.5 73.9 92.6 
New York State........ 0.10 267 9.4 75.7 95.5 
NL iii ndikxegenseiesoe 0.10 297 | 67.7 91.7 
tric danetaeedue wine 0.15 ¢ 293 9.0 73.7 94.0 





* Shaw, L., Federal Security Agency, U. S. Public Health Service, 
Washington, D. C.: Personal communication to the author, Aug. 8, 1952. 

t 10 T.U. (tuberculin units) is equal to 0.1 mg. of old tuberculin or 
0.0002 mg. of purified protein derivative. 

$ 0.15 mg. of Tice vaccine is equivalent to 0.10 mg. of New York State 
vaccine as determined by Hopkins tube reading. 


his mice in which BCG vaccine was invasive '! was of 
such a degree that it would never be approached in human 
beings.** 

At present, the question has been raised whether there 
has been a further attenuation of BCG vaccine so that 
its potency has been reduced.'* In a comparison of BCG 
vaccines from various American and European sources, 
some differences in microscopic cultural characteristics 
(cording or serpentine forms) were demonstrated. It has 
also been reported that the local lesions produced in 
guinea pigs may be slightly more exaggerated with some 
strains of BCG vaccine than with others ** and that the 
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degree oi multiplication of the organisms in mice may 
vary.'® The degree of resistance produced in animals after 
making adjustments in the dosage, however, was found 
to be the same for these various strains.'* In the study by 
the USPHS in man in which three distinct strains of BCG 
vaccine were used, it was found that, although there was 
some difference in the size of the local lesions produced 
by the intradermal injection of these strains, the percent- 
age of tuberculin conversion of all strains was similar 
(table 1). Jacox and Meade,'*” on the other hand, using 
two of the three sources of vaccine that were used by the 
USPHS, claimed that vaccine 1 produced a lower conver- 
sion rate than vaccine 2, which result they interpreted as 
being due to differences in the potency of vaccine itself. 
Contradicting the statement of Jacox and Meade are the 
reports from four other projects '* that used the same lot 
of vaccine 1 that was used by these authors and at the 
same time. These reports show that there was a greater 
than 90% conversion in the vaccinated subjects for peri- 
ods of one year or more after vaccination (Jacox and 
Meade reported 11% at one year). The differences in 
the results can better be attributed to their method of ad- 
ministration. 


In summary, although some differences in the various 
strains of BCG vaccine exist, from a practical standpoint 
(that is, as far as tuberculin conversion and resistance pro- 
duced are concerned ) these differences are not significant. 
With the advent of the freeze-dried form of BCG vaccine, 
which is now exclusively used by me, it has become pos- 
sible to completely standardize the vaccine before use; 
the viability, potency, and safety can all be ascertained 
before it is distributed for human consumption. 


RESISTANCE PRODUCED 


No animal compares with man in the evaluation of the 
degree of resistance that can be produced against tubercu- 
losis. In animals, it has been conclusively shown that 
BCG vaccine, properly administered, will prolong the life 
of the animal and produce a more chronic type of disease 
but will not protect the animal from a final fatal out- 
come.'* This is not surprising in view of the fact that in 
the guinea pig, which is the animal most commonly used 
for these studies, as few as one to four organisms will 
produce progressive disease.’® In carefully controlled 
studies of BCG vaccination in man that were performed 
by Aronson in Indians,*° Rosenthal in white and Negro 
populations,** Dahlstrom and Difs ** in conscripts, and 
many others, it has been definitely shown that there have 
been reductions in the tuberculosis morbidity and mortal- 
ity of from 54 to 100% in the vaccinated subjects as 
compared to the controls. The critics who will not accept 
the results of carefully controlled studies are the same 
who compare the tuberculosis mortality rates reported by 
states or nations where BCG vaccination was practiced 
with those in other states or nations where BCG vaccina- 
tion was not practiced.** Frequently comparison is drawn 
between Iceland and Denmark. Between 1945 and 1950 
there was a 58% drop in deaths from tuberculosis in 
Denmark (from 33 to 14 per 100,000), whereas there 
was a 71% drop (from 68 to 20 per 100,000) in Ice- 
land.** BCG vaccination has been practiced on a rela- 
tively large scale in Denmark and almost not at all in 
Iceland. It would appear as though similar results had 
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been achieved in the two countries regardless of the use 
or nonuse of BCG vaccination. However, on considering 
the density of population one finds that in Iceland there 
are only three persons per square mile, whereas in Den- 
mark there are 228 per square mile.*° This fact alone 
makes it obvious that the problems are entirely different 
in the two countries. The influence of primitive peoples 
and other rural dwellers in Iceland who at certain periods 
have made mass migrations ** to the towns and out of 
them, as well as the factors of education and facilities 
for diagnosis and control, indicate that the problems are 
so different in the two countries that comparison is un- 
warranted. Similar criticisms apply when the statistics 
of Minnesota or Iowa are compared with those of Den- 
mark or of other states in the United States such as Penn- 
sylvania, New York, or Illinois, where the density of 
population and race differences vary so markedly. The 
only valid comparisons are those of homogenous popula- 
tions of similar ages during similar periods of observa- 
tions. 

Does BCG Vaccination Protect Adults Against Tuber- 
culosis?—It has been claimed by some that BCG vaccina- 
tion protects only against primary tuberculosis and, thus, 
does not lower the incidence of pulmonary tuberculosis 
in adults, which constitutes 97% of all cases of tubercu- 
losis.** From the various tuberculin surveys, it is well 
accepted that most persons in the United States will reach 
adulthood without having had a manifest primary infec- 
tion.**? The primary infection in young adults, however, 
is indistinguishable clinically or roentgenologically from 
the so-called reinfection tuberculosis. Many authors ** 
feel that pulmonary tuberculosis may develop in young 
persons as a result of or shortly after the primary infec- 
tion. It was shown earlier by Heimbeck ** in studies of 
student nurses of Oslo and more recently by Dahlstrom 
and Difs ** in studies of Swedish conscripts, as well as by 
Rosenthal,?: Aronson,”° and others in the United States, 
that the incidence of pulmonary tuberculosis in young 
adults can be reduced appreciably (54 to 100%) by 
BCG vaccination. 


THE TUBERCULIN TEST 


One of the objections to BCG vaccination is that the 
tuberculin test will be lost to the epidemiologist. This 
is not entirely the case. In the first place, in mass sur- 
veys done before 1940 only two active cases of tuberculo- 
sis were found among every 100 persons who had reac- 
tions to the tuberculin test, and thus the test was brought 
into disrepute for mass studies.*° The tuberculin test 
has largely been replaced in surveys by the miniature 
roentgenogram. The roentgenogram gives a positive ap- 
proach to tuberculosis control in that it locates the source 
case directly. The tuberculin test, on the other hand, is 
an indirect approach in that only when the results of the 
tuberculin testing are known is a search made for the 
source case. Secondly, the intensity and the sensitivity 
of the reaction to tuberculin is greater in active tuberculo- 
sis than in BCG vaccination. Whereas perhaps 90% of 
cases of disease will be detected by 0.01 to 0.1 mg. of 
old tuberculin (O.T.) or purified protein derivative equiv- 
alent,*° only a small percentage of those vaccinated will 
respond to these doses after a lapse of one year or more 
after vaccination. In the BCG-vaccinated persons, there 
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is less induration and less redness, and vesiculation or 
necrosis is never seen. Some authors have used an in- 
crease in the size of the tuberculin test reaction as an 
indication of reinfection tuberculosis. Thus, Hertzberg *’ 
claimed that if, on retesting, the Mantoux reaction is in- 
creased by 2 cm. in diameter from the original reaction 
after vaccination, one can consider that that person has 
been reinfected with virulent organisms. However, this 
is not a hard and fast rule, since many persons may be 
reinfected without showing this change in the tuberculin 
reaction. 


THE PLACE OF BCG VACCINATION IN A TUBERCULOSIS 
CONTROL PROGRAM 


BCG vaccination should be used only as a part of a 
tuberculosis control program. In studies done in Chicago, 
it was shown that the morbidity and mortality from tuber- 
culosis were dependent primarily on the degree of ex- 
posure. Secondary factors were housing, nutrition, and 
education. The lowest morbidity and mortality rates were 
obtained when BCG vaccination supplemented a com- 
plete tuberculosis control program. BCG vaccination 
benefited infants, children, and adults most when some 
type of tuberculosis control program was in effect.*'* 


TABLE 2.—Fifteen Year Study of BCG Vaccination in Newborn 
Infants with No Known Contact with Tuberculosis 


Vacci- 

nated Controls 
ee 3,841 3,014 
a ee ect isceneenseneenead 17 4 
Morbidity rate per 1,000...................0005 4.4 17.9 
Deaths from tuberculosis....................... 1 8 
BEOCCRAG SROIS DOT TDD. ccccccccsccccccescscs 0.3 2.7 
No. of postmortem examinations.............. 1 5 


Six strictly controlled studies were carried out in various 
age groups. The exact method of study has been given 
elsewhere.*' The mode of study and the results obtained 
are summarized below. 


Newborn Infants with No Contact with Tuberculosis. 
—Newborn infants at the Cook County Hospital, Chi- 
cago, were vaccinated on the second to fifth day of life. 
It was first ascertained that there was no tuberculosis in 
the immediate family. This was done at the beginning of 
the study by taking roentgenograms of all the members 
of the household, but in recent years a film has been 
made only of the mother and a family history of no 
tuberculosis obtained from her. Although there was no 
known tuberculosis in the household, these children re- 
turned to an environment where the incidence of tuber- 
culosis was very high, as was attested by the fact that of 
control children living under similar conditions 4% had 
reactions to tuberculin at from 8 to 12 months of age and 
30% had reactions at 44% to 5 years. At first infants 
were placed alternately in the vaccinated and control 
groups so that the numbers were equal,*"* but later about 
two newborn infants were vaccinated (fresh and dry vac- 





26. Sigurdsson, S.: Tuberculosis in Iceland, Technical Monograph 2, 


United States Public Health Service, 1950. 

28. Badger, T. L., and Ayvazian, F.: Tuberculosis in Nurses: Clinical 
Observation on Its Pathogenesis as Seen in a Fifteen Year Follow-up of 
745 Nurses, Am. Rev. Tuberc. 60: 305-327, 1949. Dahlstrom, G.: Tuber- 
culosis in BCG Vaccinated and Nonvaccinated Young Adults, Acta tuberc. 
scandinav. (supp. 32), 1953. Dahlstrom and Difs.” 

30. Woodruff, E. C., and Howard, L. W.: The Importance of the 
Tuberculin Test in Differential Diagnosis of Pulmonary Lesions, Am. Rev. 
Tuberc. 63: 140-149, 1951. 
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cine) to each control. This accounts for the difference in 
the numbers of vaccinated and control persons. The in- 
fants were seen semiannually in the clinic for tubercu- 
lin tests and roentgen and physical examinations. About 
90% of this population was Negro. There were 6,855 
children in the entire study. At the end of a 15 year con- 


TABLE 3.—Twelve Year Study of BCG Vaccination in Newborn 
Infants from Tuberculous Homes 


Vacci- 


nated Controls 
ee De I I ono onda vin ttscersdsienxecs 276 218 
OE OE BING yo igiescdccpcuecwiccdenies 4 10 
Morbidity rate per 1,000..............ceceeeeees 14.5 45.9 
Deaths BOM CUDOIGMIAGIB. o.oo cc kcscvcccccccvccs 1 4 
STG SOP DOE BI ovo ckcdvteccskesccazce 3.6 18.3 
No. of postmortem examinations.............. 1 4 


tinuous follow-up, there was a 75% reduction in morbid- 
ity and an 89% reduction in mortality in the vaccinated 
as compared to the control group (table 2). 

Newborn Infants from Tuberculous Households.— 
Newborn infants from various hospitals in Chicago were 
separated from their tuberculous contacts at birth and 
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occurred in only 10% of the vaccinated persons with 
tuberculous infections, whereas the incidence was 30% 
in the infected persons who were not vaccinated (con- 
trols). Also, calcification was seen as the first lesion on 
roentgenograms in 32.5% of those vaccinated and in- 
fected, as compared to 10% in infected controls (table 
4). 

There were no cases of clinically demonstrable, viru- 
lent infection in vaccinated infants aged 112 years and 
under, whereas there were 13 cases among the controls 
aged 12 years and under, four of whom died from 
tuberculosis. It was striking that in the one subject who 
died of tuberculosis, at 8 years of age, in the vaccinated 
group of those with tuberculous contacts, tuberculous 
meningitis did not develop.”!” In the one subject who died 
in the vaccinated group among those without tubercu- 
lous contacts, meningitis did develop, as discussed else- 
where.”"" This patient cannot be considered to have been 
successfully vaccinated, since the tuberculin tests showed 
no reaction after vaccination; owing to poor cooperation 
of the parents, the child was not adequately followed. Of 
the 12 patients who died from tuberculosis in the contro! 


TABLE 4.—Lesions Seen on Roentgenograms of Children with Nonfatal Tuberculosis 











Vaccinated Controls 
” ed —— ‘ go al —_ 
No No 

Tubereu- Tubercu- Total Cases Tubercu- Tubercu- Total Cases 

lous lous ——a lous lous ) 
Diagnosis of Lesions Contact Contact No. % Contact Contact No. % 
BD ac ceeGctsasin scene tentaniaesevieriegeeitevitess 0 0 0 4 1 5 9 
PORMTRGINGE TATINCRIGI so 50k ccceeccscccccocecctesese 2 0 2 10 10 1 11 21 
Hilar infiltration and extension.....................- 2 0 2 10 3 1 4 8 
NS ctcdcatlin cress) > ddvrnks cnnnceniebeweous 6* 1 7 37.5 23 t 2 25 48 
rab cincdstiticerstdnsssoeanderentetds Mtenen 2t 0 2 10 1 1 2 4 
Calcification as Ist lesion sceM........ccccccccccscccces 4* 2 6 32.5 a? 0 5 10 
bs 2 cisrensss <estitvicnintatdesdediniaianas 16 3 19 100 46 6 62 100 





* Two patients reacted to histoplasmin. 


kept in foster homes for periods up to four months, de- 
pending on the relationship of the contact and the sever- 
ity of the source case. If the mother was tuberculous, 
there was a period of one to three months of isolation 
before vaccination, after which time a Mantoux test was 
done and a roentgenogram was made if the mother had 
tubercle bacilli in the sputum. If any other member of the 
household was tuberculous, vaccination was done at 
birth and the isolation was continued for six to eight 
weeks.”!» In all instances, the children were returned 
home 6 to 8 weeks after vaccination, but only if the 
source case was considered “closed.” Admissions to the 
control and vaccinated groups were strictly alternated 
from a master chart, except at the beginning of the study 
when details of isolation were being worked out, and 
members of the groups were isolated in a similar manner. 
There were 494 persons studied over a period of 12 years. 
There waé a reduction in morbidity of 68% and in mor- 
tality of 80% among the vaccinated as compared to the 
control group (table 3). 

Not only was there a suppression of the morbidity and 
mortality from tuberculosis in the vaccinated children 
both with and without tuberculous contacts but, when 
virulent organisms did gain entrance in the vaccinated 
hosts, the lesions produced were less extensive as noted 
on roentgenograms. Substantial parenchymal infiltration 








t One patient reacted to histoplasmin. 


groups of both series, 8 had tuberculous meningitis, which 
was verified by postmortem examination. Tuberculous 
meningitis did not occur in the subjects who were suc- 
cessfully vaccinated. 


Children in a Federal Housing Project.—The entire 
population of a housing project situated in the midst of 
a high-incidence area for tuberculosis was examined 
roentgenologically. The children up to 12 years of age 
were given tuberculin tests, using a Vollmer patch test 
followed, if it elicited no reaction, by 1 mg. of O.T. by 
the Mantoux method. The children who showed no reac- 
tion received either BCG vaccine or a placebo injection 
of saline solution. The oldest subject who did not react 
to tuberculin was vaccinated, and the other members of 
the series were alternated as strictly as was possible. At 
yearly intervals the same procedure was repeated, that is, 
roentgen studies of the entire population and tuberculin 
tests in children. This program has been in continuous 
operation for 10 years. The population is entirely Negro. 
There has not been a case of tuberculosis among the 
vaccinated children. On the other hand, there have been 
nine cases of tuberculosis among nonvaccinated children, 
including those in whom reaction to tuberculin was pres- 
ent, absent, and indeterminate. Of these nine cases, two 
were fatal. There were 2,652 children followed in this 
study (table 5). 


No 
Ca 
Mo 
Dei 


No 


Mo 








ith 
ie 
on- 


in- 
ble 


ind 
ols 
om 
ho 
ted 
US 
ied 
>u- 
se- 
en 
ed 
ion 
Of 
ro! 


ich 
US 
IC- 


ge 
est 
by 


ic- 


act 


lin 
us 


he 
en 
n, 
S- 
vO 
ris 





Vol. 157, No. 10 


Children in Two Orphanages.—The entire population 
of two orphanages was examined roentgenologically, in- 
cluding the teachers, janitors, cooks, and other personnel. 
Persons with active tuberculosis were removed. All the 
children were given tuberculin tests with two strengths 
(1:5,000 and 1:100 dilutions) of O.T. The ages of the 


children varied from about 2 years to about 18 years. 


All who showed no reaction to tuberculin were vacci- 


TABLE 5.——Ten Year Study of BCG Vaccination in a Federal 
Housing Project 


Nonvaccinated 





. — 
Vaccinated; Reaction 
vo Reaction Reaction to 
Reaction to to Tuber- 
to Tuber- Tuber- eulin 
Tuber- eulin culin Ineom- 
culin Absent Present plete 
No. of subjects............ 777 805 619 451 
Cases of tuberculosis...... 0 8 3 8 
Morbidity rate per 1,000... 0 3.7 48 6.7 
Deaths from tuberculosis. 0 1 1 
Mortality rate per 1,000... 0 0 16 2.2 


TABLE 6.—Eight Year Study of BCG Vaccination in 
* Two Orphanages 


Vac- Non- 


cinated; vaccinated; 
No Reaction 
Reaction to 
to Tuberculin 
Tuberculin Present 
No. OF PONOND We kk seins cscs cccescccccsee 1,957 1,211 
Cases GE GURGIONIRIERs 200. cess cccccccccedessesese 0 g* 
MosbiGiy GOED DOE TBs ais: < inc sic cabins odcdecccve 0 66 


_ — 


* Calcified primary lesions seen on roentgenograms. 


nated. At yearly intervals all persons were reexamined 
roentgenologically, and those who had been vaccinated 
were retested with two strengths of tuberculin. Over a 
period of eight years, there have been no cases of tubercu- 
losis among the vaccinated children. Among the subjects 
who reacted to tuberculin, eight calcified primary lesions 
were noted on roentgenograms, which had been normal 
at the beginning of the study. Many of these children 
come from tuberculous homes and visit on week ends. 
There are 3,168 white children in this study (table 6). 


Student Nurses——At the Cook County Hospital in 
Chicago, roentgenograms and tuberculin tests were done 
on the students as they came into training. Tuberculin 
in 1:5,000 dilution was used first, and if there was no 
reaction a test followed with a 1:100 dilution of O.T. 
About half of the persons not reacting were vaccinated 
and half were allowed to remain as controls. Repeat 
roentgenograms and tuberculin tests of the nurses were 
made at six month intervals. The persons who had no 
reaction to tuberculin and were not vaccinated were not 
allowed to work in the tuberculosis hospital. The vacci- 
nated nurses and those who had a reaction to tuberculin 
did work in the tuberculosis hospital for two months. 
There are unquestionably undiagnosed cases of active 
tuberculosis in the general wards, since roentgenograms 
are made of only a certain percentage of the patients on 
admission. Over a 12 year period, the morbidity rate 
during training was 8.7 per 1,000 among the 231 vac- 
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cinated nurses and 19 among 263 controls not reacting 
to tuberculin—a reduction in the morbidity of 54% 
(table 7). 


Medical Students.—Medical students entering the Uni- 
versity of Illinois had roentgenograms and tuberculin 
tests. Tuberculin was used in 1:5,000 dilution followed 
by 1:100 dilution if the first test elicited no reaction. The 
students were tested at yearly irtervals with tuberculin 
and by roentgenograms. Over a 13 year period, there has 
not been a case of tuberculosis among the vaccinated sub- 
jects. There were two cases among the controls who did 
not react to tuberculin, four cases among those in whom 
the tuberculin reaction status was incomplete, and four 
cases among those who had reactions. Thus, there was a 
total of 10 cases among the nonvaccinated subjects (table 
8). 

The Roles of Contact with Tuberculosis, Housing, 
and BCG Vaccination in Tuberculosis Morbidity and 
Mortality.—The percentage of reduction in tuberculosis 
morbidity was calculated in the vaccinated subjects as 
compared to the nonvaccinated controls not reacting to 
tuberculin, according to the contact with tuberculosis 


TABLE 7.—Twelve Year Study of BCG Vaccination Among 
Nursing Students at Cook County School of Nursing 


No. of 
Cases of 
Pulmonary 
Tuber- 
culosis Morbidity 
No. of During Rate 
Subjects Persons Training per 1,000 
With cdecssyes+scncuccevcete 231 2 8.7 
Controls 
No reaction to tuberculin....... 263 5 19.0 
Reaction to tuberculin........... 420 $* 7.1 





* Two of these patients had no reaction to 1:5,000 O. T.; one reacted 
definitely to 1:100 O. T. and the other, only slightly (6 by 8 mm. fndura- 
tion). 


TABLE 8.—Thirteen Year Study of BCG Vaccination Among 
Medical Students, University of Illinois 








No, of 
Cases of 
Pulmonary Morbidity 
No. of Tuber- Rate 
Subjects Persons culosis per 1,000 
Pe ho bods ie esisvccscossecccse 305 0 0 
Controls 
No reaction to tuberculin......... 298 2 6.7 
Reaction to tuberculin............. 816 4¢ 49 
Tuberculin reaction status incom- 
MEDND gnsyiseusel se et OT 254 4 15.7 
Total Gomerels. ...ccvKecescccece 1,368 lt 7.3 





* Three of these patients did not react to 1:5,000 O. T. but reacted 
1:100 O. T. 

t Two additional cases of pulmonary tuberculosis developed during 
the war years (1943-1947), when vaccination was discontinued. 


oe 


o 


and to housing. In those persons (children and adults) 
who had casual contact with tuberculosis, the factors of 
good housing plus BCG vaccination reduced the morbid- 
ity 100% as compared to controls in three distinct 
groups: medical students, children from two orphanages 
(white), and children from housing projects (Negro). 
BCG vaccination in newborn infants and children who 
lived in substandard housing reduced the morbidity 75% 
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as compared to controls; the mortality was reduced 89%. 
In instances of known contact with tuberculosis in per- 
sons who were comparatively well housed, the morbidity 
in newborn infants and children was reduced 68% and 
the mortality, 80%. In young adults (student nurses), 
the morbidity was reduced 54%. At the beginning of the 
program, if the nurses ceased to react to tuberculin after 
vaccination, they were not revaccinated. However, in 
the last five years such subjects have been revaccinated. 
During the last five years there has not been a case of 
tuberculosis among vaccinated student nurses. 





Fig. 1.—A, a drop of vaccine from a 5 ml. syringe without needle or 
3 to 4 drops from a 20 gauge needle is placed over the deltoid area of 
the acetone-cleansed arm. The wide margin of the disk protrudes beyond 
the magnet. With the disk held at an angle of 30 degrees to the arm, the 
vaccine is tapped gently along the arm with the wide margin of the disk. 
The vaccine is spread along two axes, one parallel to the long axis of 
the arm and the other at right angles to it, from left to right. The 
vaccine is spread over an area % in. (2.23 cm.) square which corresponds 
to the area occupied by the points. B, the skin is tensed from beneath with 
one hand, and downward pressure is exerted on the magnet and disk 
with the other hand so that the needles puncture the skin through the 
vaccine. C, after the magnet is slid off the disk, the lower edge of the 
disk is grasped with the thumb and index finger and held at a 30 degree 
angle. With the wide margin of the disk, the vaccine is again gently tapped 
along the arm so that each perforation is moistened with the vaccine. 


NEW ADVANCES IN BCG VACCINE 

Freeze-Dried Vaccine.—When using lactose and buf- 
fered salts as the milieu for freeze-drying BCG vaccine, 
Rosenthal and associates ** have found that the viability 
of this vaccine approaches that of the fresh vaccine, that 
is, there was growth in the 10° to 10° dilution. This 
degree of viability can be maintained for periods as long 
as 30 months (table 9). It was also shown by these work- 
ers that the tuberculin conversion rate in human beings 





33a. Rosenthal, S. R.: The Preservation of BCG by Freeze-Drying, 
Acta tuberc. scandinav. 26: 106-119, 1952. 

34a. Rosenthal, S. R.: The Multiple Puncture Method of BCG Vac- 
cination, Am. Rev. Tuberc. 39: 128-134, 1939. 
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as well as in animals is the same for the vaccine stored for 
varying periods.**» The degree of resistance produced in 
animals vaccinated with freeze-dried vaccine was shown 
to be equal to that produced by the fresh vaccine.*** 

Multiple Puncture Disk.—The multiple puncture 
method of vaccination in which a thin, stainless steel 
disk with 36 sharp protrusions is used is simple in ap- 
plication and uniform in the results obtained.** There 


TABLE 9.—Effect of Storage * on the Viability of Freeze-Dried 
BCG Vaccine 





Viability 
ee A \ 
Lot No. At Once 6 Mo. 12 Mo. 18 Mo. 24-30 Mo. 
RE 10-10 10-8 10-8 ones 10-8 
10-7 
EE Te? 10-8 10-8 owes 10-® 10-® 
EA 10-9 10-® 10-10 10-9 10-® 
10-7 10-9 
EE ccainieverecesets wane 10-8 10-8 cena 10-8 
10-7 10-7 
ee 10-® 10-9 10-8 10-8 10-8 
10-8 10-7 
GIGEK.......000 10-7 10-8 10-7 10-8 10-8 
10-® 
Piste rd>adaee 10-8 10-® 10-8 10-7 10-7 
10-7 . 


* Storage at —18 C. 


are almost no complications and no scars after vaccina- 
tion by this method. The method of vaccination is as 
follows: A drop of vaccine is placed on the acetone- 
cleansed outer aspect of the arm over the deltoid region. 
The vaccine is then spread with the wide margin of the 
disk, which is held by a stainless steel magnet. The 
spreading is done by a tapping motion (fig. 14 ). The skin 
is tensed from beneath with one hand and downward 
pressure is exerted on the magnet and disk with the other 
hand so that the needles puncture the skin through the 
vaccine (fig. 1B). The vaccine is then redistributed with 
the wide margin of the disk into the apertures made by 
the disk (fig. 1C). Small maculopapules appear after 10 
to 14 days (fig. 2) and disappear after a month or two 
without leaving a scar. The rate of conversion is high 


TaBLe 10.—Duration of Tuberculin Conversion in Newborn 
Infants Vaccinated with Freeze-Dried BCG Vaccine 
by the Multiple Puncture Method 


No. No. % 
Months After Vaccination Tested Reacting Reacting 

BD Duss wkdbvdpnesbescceegpsonesccoecees 28 28 100.0 

Pete ruedebabievesctiseensatannekens 38 38 100.0 
in nkbieckeedebbitebbeetae Dewees 95 4 98.9 
PE endsecccevessiecigetbesteses gees 73 73 100.0 
nh 6p 0ebcsbcertvese dncoyevadetens 48 47 97.9 
Pdtekcchececorseedundecheeensteses 38 37 07.4 
Br irksensedssdsenanvescssecessthdeueee 27 26 96.3 
inks cbicdvdcccsmevetncdabenbewots 26 24 92.3 


(90 to 100% ) and compares favorably with the results 
of other parenteral methods (table 10). Newborn infants 
were tested with 0.1 mg. and 1 mg. of O.T. in the first 
eight weeks after vaccination by this method (89% 
had reactions to 0.1 mg. and 99% to 1 mg.) and, there- 
after, with the Vollmer patch test. If the patch test pro- 
duced no reactions, 1 mg. of O.T. was injected (about 
5% of the patients needed the second test). As table 10 
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indicates, there was universal tuberculin conversion in 
these infants after three to five months. Conversion was 
92.3% 42 to 47 months after vaccination. 


SUMMARY 

Freeze-dried BCG vaccine is stable and can be stand- 
ardized for viability, potency, and safety before use. BCG 
vaccine increases resistance against virulent tuberculosis 
in man in all age groups. BCG vaccination can reduce the 
morbidity and mortality from tuberculosis from 54 to 
100%, depending on such factors as the degree of ex- 
posure to tuberculosis and housing. BCG vaccine should 
not be expected to do more than other vaccines in situa- 
tions in which isolation of infected persons is strictly 
carried out. BCG should be thought of as only a part of 
a tuberculosis control program. The multiple puncture 
method of BCG vaccination is simple in application and 
devoid of complications and leaves no scar. 


ADDENDUM 


In the recent Norwegian literature two fatal cases in 
BCG-vaccinated persons have been reported in which 
the outcome was attributed to the vaccine. In one case *° 
a 7-year-old boy who had had whooping cough six months 
before and a high fever three months before was vac- 
cinated intradermally with BCG vaccine after adminis- 
tration of a Moro (patch) tuberculin test without re- 
action. Two months later an abscess formed in the left 
axilla; it was incised, but no examination of the pus was 
made for tubercle bacilli. A generalized lymph adenop- 
athy developed, and the patient died two years later. 
The first two examinations of the stomach washings 
showed organisms that were reported as human tubercle 
bacilli on the basis of cultural characteristics only. Later, 
after the instigation of treatment with dihydrostrepto- 
mycin and p-aminosalicylic acid, as well as after further 
treatment with isoniazid, tubercle bacilli were cultured 
that resembled either human or BCG type. These or- 
ganisms as well as those found at autopsy failed to pro- 
duce progressive disease in guinea pigs or rabbits. At 
autopsy, in addition to generalized lymph node caseous 
tuberculosis, a small caseous cavity in the lung was seen. 
Calcification was also present in the lung without specific 
inflammatory changes. In the second case ** a boy 19 
years of age who had had an unexplainedly high sedi- 
mentation rate (40 mm.) since childhood was vaccinated 
with BCG vaccine after the Von Pirquet test was given 
without reaction. This test elicited a reaction in six weeks 
but was said to cease to do so later on. Ten months later 
an axillary abscess developed, and from that time on 
lesions in. the ribs, vertebral column, lungs, and other 
locations and abscesses and fistulas developed. Over a 
four and one-half year period, the patient experienced 
exacerbations and remissions and was treated with strep- 
tomycin, p-aminosalicylic acid, and, finally, isoniazid. 
Bacterial examinations of material from various sources 
yielded positive cultures for tubercle bacilli in 16 of 27 
samples. These organisms failed to produce progressive 
disease in guinea pigs. At autopsy, five and one-half 
years after vaccination, there were nodules in the lung 
and destructive lesions in the spinal column, ribs, and 
other locations. The lymph nodes were enlarged but not 


BCG VACCINATION—ROSENTHAL 807 


caseated; the spleen was large but had no specific nodules. 
Microscopically, chronic granulation tissue was found 
that included epithelioid cells and plasma cells but no 
specific tubercles, although there were acid-fast organ- 
isms. 

In an analysis of these cases, several common features 
were noted. In the first case there was a history of whoop- 
ing cough and unexplained high fever before vaccination, 
and in the second case there was an unexplained high 
sedimentation rate since childhood. In both cases a patch 
test or Von Pirquet test was the only test done before 
vaccination. The patch and Von Pirquet tests are not 
adequate in ruling out tuberculous infection. Dr. Johan- 
nes Holm of Norway states, “In Denmark the Pirquet 
test or Moro is not regarded as effective in determining 
whether a given individual is tuberculin negative. Ex- 
perience has shown that a considerable number of sub- 
jects examined gave a negative reaction to the Pirquet or 
Moro test and a positive reaction to the Mantoux test 
with 100 T. U.” * It is not possible definitely to differ- 
entiate virulent from attenuated organisms culturally. In 





Fig. 2.—Arm of young adult 13 days after vaccination. Note maculo- 
papules 1 to 2 mm, in diameter at each of the 36 points of inoculation 
(Xx 1.4). 


both cases, then, it is not possible to state whether the 
organisms were of a human or BCG variety. The isola- 
tion of tubercle bacilli in clinical tuberculosis that do not 
produce progressive disease in guinea pigs has been 
described. In a recent report, Yegian and Budd ** report 
on nine such instances during the years 1951 and 1952— 
six in the latter year. In three patients the examinations 
were done before chemotherapy was given. In the re- 
mainder, there was a history of treatment with strepto- 
mycin and p-aminosalicylic acid. All but one had clinical 
tuberculosis. In some instances, the cultural character- 
istics of the organisms were similar to that of BCG (cord 
formation). In all nine cases the organisms failed to pro- 
duce progressive disease in guinea pigs. None of the nine 
patients had been vaccinated with BCG. In both of the 
fatal cases reported, vaccine from the same lot or the 
same vaccine was given to other children or adults (to 
29 children in the first case and to 128 persons in the 
second case) without any ill effects. One million of Nor- 
way’s 3 million inhabitants have been vaccinated without 
any untoward effects.*° 


1835 W. Harrison St. (12). 
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VETERANS’ MEDICAL CARE—AN ISSUE FOR CITIZENS 


R. B. Robins, M.D., Camden, Ark. 


I am here today as a fellow veteran and a fellow 
Legionnaire. I also am here as an American physician 
engaged in the private practice of medicine. But far 
more important than that—far more important that the 
fact that I am a veteran, a Legionnaire, and a doctor— 
I am here today as a fellow citizen and a fellow patriot, 
dedicated as you are to the basic principles and ideals 
of the American way of life. The subject which I want 
to discuss—the issue of veterans’ medical care—de- 
mands such an approach if it ever is to be solved reason- 
ably and successfully, for that issue involves a national 
problem affecting the future health and welfare of all 
Americans—not only their physical and mental health, 
but also their social, economic, and political welfare. 


The problem will never be solved properly if it is 
viewed rigidly from a special-interest standpoint by 
veterans, the American Legion, physicians, the American 
Medical Association, or any other group or organization. 
It has to be decided by all of the American people, think- 
ing and acting as adult citizens—with regard for the facts, 
with respect for differing opinions, and with concern for 
the best interests of the nation as a whole. If we are to 
have an intelligent, adult decision on this vital national 
issue, there can be no place for undisciplined emotion- 
alism, false patriotism, charges and countercharges, smear 
tactics, or any other diversionary tactics which actually 
have nothing to do with the fundamental issue at hand. 


Unfortunately, however, the past year and a half of 
controversy between the American Legion and the 
A. M. A. has beclouded the basic issue. Too frequently, 
facts, policies, and motives have been distorted in an 
atmosphere of bitterness and denunciation. In all honesty, 
we of the Legion would have to admit that some of our 
former national and state officers have been especially 
intemperate and inaccurate in their statements on the 
issue of veterans’ medical care—statements which have 
served only to malign the nation’s physicians and con- 
fuse the general public. 


LIAISON COMMITTEE 


Fortunately, there has been a refreshing change of 
climate during the very recent past. Our new national 
commander, Mr. Seaborn P. Collins, addressing the 
House of Delegates of the A. M. A. less than two months 
ago at the A. M. A. Clinical Meeting in Miami, Fla., 
gave a reasonable, unemotional presentation of the 
Legion’s position on this issue. I think he will agree with 
me when I say that he had an attentive, respectful and 
appreciative audience. Commander Collins received en- 
thusiastic applause when he told the A. M. A. House of 
Delegates, “Through the groups we represent, we both 
seek the betterment of America. In short, we are citizens 
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first, and doctors and veterans second,” and again when 
he urged that the controversy over veterans’ medical 
care be removed from what he called “the area of name- 
calling and propaganda.” In that same Miami address, 
Commander Collins offered to appoint qualified Ameri- 
can Legion representatives to serve on a liaison com- 
mittee, which would work with the A. M. A. toward a 
better mutual understanding of the problem. He also 
expressed hope that the A. M. A. would see fit to take 
similar action. Two days later the A. M. A. Board of 
Trustees announced appointment of a three man liaison 
committee including the Association’s President-Elect, a 
member of the Board of Trustees, and the chairman of 
the A. M. A.’s Committee on Federal Medical Services 
—all of them physicians with a thorough knowledge of 
the background and facts on veterans’ medical care. 
Since then, Mr. Collins has named the members of the 
Legion’s liaison committee, and the two groups are 
scheduled to hold their first meeting around the middle 
of next month. In my personal opinion—as a physician, 
a veteran, and a citizen—I think all of us should rejoice 
at these recent developments. We now can hope that 
discussions of this issue will take place in an atmosphere 
of reason and mutual respect rather than one resembling 
the smoky haze of a barroom brawl. 


I myself would not venture to predict right now how 
much success these two liaison committees will be able 
to achieve. At this particular time, I doubt whether any- 
one—in the Legion, the A. M. A., the Veterans Admin- 
istration, or anywhere else—can foretell accurately just 
how much agreement or disagreement there will be. Re- 
gardless of the outcome—whether we agree, whether we 
compromise, or whether we disagree completely—let us 
resolve to do so as adults, as gentlemen, and as fellow 
Americans, without vilification or vituperation. To put 
it in another way—as you have so frequently heard the 
referee say in prize fights—“I want de bode of youse 
to abide by de rules of de State Atletic Commission.” And 
to return to the English language—again as it was used 
by Commander Collins in his Miami address before the 
A. M. A.—“If our two groups approach the subject of 
medical care for veterans in this sincere, honest, and 
reasonable fashion, I believe that we can resolve our 
differences or at least achieve an understanding of each 
other’s position which will permit us to continue to col- 
laborate and cooperate in those fields where we do agree.” 


MISCONCEPTIONS ABOUT POLICY OF 
AMERICAN MEDICAL ASSOCIATION 


In this spirit, then—the striving for a better mutual 
understanding—I want to outline briefly the A. M. A.’s 
position on this issue. In particular, I want to clarify it 
if I can, for I am convinced—from conversations over the 
past year and a half with large numbers of Legion officers 
and rank-and-file members—that far too many of them 
do not have an accurate conception of the A. M. A. 
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policy. That impression was confirmed—to me, at least— 
by the tone and content of some of the national and state 
Legion resolutions which were passed last summer. 


It has been charged, for example, that the A. M. A. is 
engaged in “a continued, unwarranted attack of veterans 
as a class” or—in the words of one state resolution—‘“a 
vicious attack against the care of sick and disabled war 
veterans by the federal government.” Let me assure 
you, fellow Legionnaires, that nothing could be far- 
ther from either the spirit or the facts of A. M. A. 
policy. That policy was formulated, after long years 
of study and discussion, to clarify the question of 
who deserves free Veterans Administration hospital 
and medical care and to enable the VA to concen- 
trate on the best possible care for those who really 
need it. The great majority of American physicians are 
themselves veterans, having served in uniform at one 
time or another from the Spanish-American War down to 
the present. During World War II alone, 40% of the na- 
tion’s doctors were in the armed forces. With sympathy 
for the problems of fellow veterans, and with a profes- 
sional obligation toward all sick people, members of the 
medical profession would hardly be capable of indulging 
in a reckless attack against veterans as a class—a class 
which includes most doctors themselves. Furthermore, 
the present high standards in VA hospitals are a direct 
result of the program carried out since World War II with 
the active, close cooperation of the medical profession 
and the nation’s medical schools. The very men who are 
supplying the best medical care ever received by Amer- 
ican veterans can hardly be called “anti-veteran.” Actu- 
ally, the American Legion and the A. M. A. have the 
common objective of working to maintain those high 
standards for the best benefit of the most deserving 
veterans. 


It also has been charged that money—financial gain— 
the desire to pocket more private fees—are the real 
motives behind the A. M. A. policy on veterans’ medical 
care. Let us take a brief look at that one. We in the Amer- 
ican Legion claim that practically all of the non-service- 
connected cases in VA hospitals involve men who 
are “sick, broke and have no place to go.” If we 
are correct in that, it does not follow logically that 
such patients would enrich the pockets of physi- 
cians in private practice. They still would have to 
be provided with free hospital and medical care, 
either from private or public sources. Actually, the 
policy advocated by the A. M. A. would most likely 
cause a loss of income for the medical profession as a 
whole. That policy would eliminate or sharply reduce the 
need for the services of large numbers of physicians who 
now are full-time VA staff members or part-time attend- 
ing and consulting specialists. It is extremely unlikely 
that their loss of income would be offset by any gain in 
revenue resulting from an increased number of veterans 
paying their own way. Let me assure you, on this par- 
ticular point, that the medical profession is thinking not 
in terms of dollars but in terms of long-range principles. 

Another charge concerns the allegation that the 
A. M. A. policy does not represent the rank-and-file 
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opinion of American doctors—that it has been foisted 
on the nation’s physicians and surgeons by a small minor- 
ity of “top brass.” In the first place, it was the doctors 
out in the grass roots, in many of the county medical so- 
cieties, who made the original demands for the studies 
which led to adoption of the present A. M. A. policy on 
veterans’ medical care. Secondly, that policy was adopted 
after a great deal of free and open discussion by the 
A. M. A. House of Delegates, a democratically organized 
body which expresses the viewpoints formulated first in 
the county societies and then in the state societies. Third, 
since the policy was established in June, 1953, it has 
been reaffirmed three times with littie or no dissent. I can 
assure you——as a small town general practitioner and as 
a member of the A. M. A. House of Delegates—that a 
vast majority of physicians, both family doctors and 
specialists, agree with the A. M. A. policy. 

In this connection—and if I may be permitted to call 
a spade a spade—we in the American Legion are ex- 
tremely vulnerable whenever we accuse the A. M. A. of 
not being representative of the medical profession. As 
an active, loyal member of both organizations, let me 
point out this simple fact of life: the Legion, with 3 mil- 
lion members, represents less than 15% of the nation’s 
more than 20 million veterans. The A. M. A., with a 
membership of over 150,000, represents 70% of the na- 
tions 220,000 physicians. 


STATEMENT OF POLICY 


So much for some of the major misconceptions that 
have arisen over the A. M. A. policy. I have touched upon 
them only because of a sincere desire to help clarify the 
issue—to help clear the air of suspicions and antago- 
nisms—to help direct attention to the core of the subject. 
That subject is the A. M. A. policy—what it is and what 
it is not. Let me quote verbatim from the report adopted 
by the House of Delegates in June, 1953: 


Your Committee recommends with respect to the provision of medical 
care and hospitalization benefits for veterans in Veterans Administration 
and other federal hospitals that new legislation be enacted limiting such 
care to the following two categories: 

(a) Veterans with peacetime or wartime service whose disabilities or 
diseases are service-incurred or aggravated; and 

(b) Within the limits of existing facilities to veterans with wartime 
service suffering from tuberculosis or psychiatric or neurological dis- 
orders of non-service-connected origin, who are unable to defray the 
expense of necessary hospitalization. 

Your Committee recommends that the provision of medical care and 
hospitalization in Veterans Administration hospitals for the remaining 
groups of veterans with non-service-connected disabilities be discontinued 
and that the responsibility for the care of such veterans revert to the 
individual and the community, where it rightfully belongs, 


In plain and simple language, what does that mean? 
It means, first of all, that there is absolutely no difference 
of opinion—no argument—between the A. M. A. and the 
Legion over service-connected cases. The A. M. A. al- 
ways has advocated—and always will advocate—the 
finest possible medical and hospital care for veterans 
whose illness or disability is a result of their military serv- 
ice. These are the men for whom the VA program was 
established and for whom the hospitals were built. On this 
point the A. M. A. policy statement said: 


Your Committee would like to stress the fact that these recommendations 
do not suggest any limitation or impairment of the hospitalization or 
medical care now available to veterans who have become physically handi- 
capped as a result of military service. Your committee is in complete 
accord with that program [italics mine]. 
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There also is no difference of opinion—no argument— 
over war veterans with non-service-connected tuberculo- 
sis or neuropsychiatric disorders. The A. M. A. believes 
that those veterans are entitled to government hospital 
and medical benefits if they are unable to pay for their 
own care. On this point the A. M. A. policy statement 
included the following comment: 

The recommendation of the Committee with respect to the treatment 
of veterans with tuberculosis and neuropsychiatric disorders of non- 
service origin in federal hospitals is believed necessary at this time because 
of the inadequacy of local facilities designed to provide treatment for all 
such cases. It is the feeling of the Committee, however, that the entire 
question of whether the care of these patients is a local or a federal 
responsibility must be reanalyzed by the Congress. The rapidly expanding 
veteran population and the need for facilities for the remainder of our 
citizens afflicted with these diseases suggests that community facilities 
must be developed under state or local administration for the benefit of 
all. Preferential treatment for veterans with these non-service-connected 
disabilities cannot be continued indefinitely, in view of its detrimental 
effect on the health and the economy of the entire nation. 

BASIS OF DISAGREEMENT 

At the moment, the only point upon which the A. M. A. 
and the Legion disagree is the handling of general medical 
and surgical conditions which are not service-connected. 
These are the cases involving veterans who emerge from 
the service healthy and unhurt but who later on turn to 
the VA for “free” care of ailments or injuries occurring in 
civilian life—ailments other than tuberculosis and neuro- 
psychiatric conditions. These are the patients that the 
A. M. A. believes should become the responsibility of 
either the individual veteran or his community. Accord- 
ing to the latest data available from the Veterans Admin- 
istration—supplied in June, 1954—patients with non- 
service-connected disabilities accounted for 62.4% of the 
daily patient load and 84.3% of all the discharges in VA 
hospitals in 1952. Those figures, incidentally, were con- 
firmed as correct by Mr. Harvey V. Higley, VA Adminis- 
trator, in a telegram to the A. M. A. on Oct. 6, 1954. The 
vast majority of the non-service-connected cases each 
year involve general medical and surgical conditions, as 
distinguished from tuberculosis and mental disease. In the 
1951 fiscal year, for example, more than 76% of all the 
patients discharged had been treated for general medical 
and surgical ailments that had no relation to the time 
spent in military service. 

This is the situation to which the A. M. A. objects. 
The original purpose of the VA program was to care for 
veterans who became physically or mentally disabled in 
the course of their duty to the nation—not to provide 
“free” lifetime care for any and all veterans who ever 
wore a uniform. Now that we have more than 20 million 
veterans in this country—and now that the VA hospital 
and medical program is costing around three-quarters of 
a billion dollars each year—the A. M. A. feels that the 
time has come for a change in the legislative policy gov- 
erning the VA program. 

Here, very briefly, is the reasoning behind the A. M. A. 
position: 1. The present VA policy on non-service-con- 
nected cases is creating two classes of citizens—those 
who once wore a uniform and those who did not. As our 
World War II Commander-in-Chief, the late President 
Franklin D. Roosevelt, said in 1934: “. .. no person, be- 
cause he wore a uniform, must thereafter be placed in a 
special class of beneficiaries over and above all other 
citizens. The fact of wearing a uniform does not mean 
that he can demand and receive from his government a 
benefit which no other citizen receives.” 2. The huge 
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ever-growing cost of the VA program is increasing the 
tax burden on all citizens, including veterans themselves, 
and that cost will skyrocket in the years ahead unless 
there is a change in our national policy. Apropos of this 
point, former President Harry Truman, a veteran and fel- 
low Legionnaire, had this to say in May of 1952: 


I have pointed out several times in the past my belief that our first 
obligation to our veterans is to care for those who have disabilities result- 
ing directly from their service to their country. Financial assistance to 
veterans with non-service-connected disabilities, on the other hand, should 
be put as soon as possible on the same basis as financial assistance 
payable to the non-veteran of our population. 


World War II left us with over 19,000,000 veterans. World events since 
then mean that hundreds of thousands more will be added each year. 
At the same time, we have expanded and perfected our social security 
laws so that they now protect most of our people. The consequences are 
obvious. Thousands upon thousands of veterans and their families have 
entitlement to government payments under both laws. This is confusing, 
wasteful and, to many people, hard to understand. 


I strongly urge the Congress to authorize at this session a complete 
study of our veterans benefits programs and their relationships with our 
social insurance and other general welfare programs [italics mine]. 

3. The VA program is expanding government control 
over the nation’s medical care system and is providing a 
big entering wedge for a complete federal health program 
covering the entire population—the very thing which the 
American Legion has so staunchly opposed. 4. The VA 
program is siphoning off personnel, funds, and facilities 
needed for the health protection of all the people, includ- 
ing veterans and their families in their home communities, 

I urge you, fellow Legionnaires, to give careful con- 
sideration to the A. M. A. policy—and especially to the 
principles which lie behind that policy. For those prin- 
ciples involve long-range implications which are common 
to many other issues facing our country in this era of the 
welfare state. At the same time, I also urge my colleagues 
in the medical profession to try for maximum understand- 
ing of the Legion’s viewpoint on this issue. However, re- 
gardless of whether we ever reach complete agreement on 
the subject, let us keep our discussion at the level we now 
have attained—the level where informed, reasonable men 
sit down around a table and strive for areas of agreement. 
Let us not make it impossible for our two groups to co- 
operate on the many common objectives which we share. 

The American Legion and the A. M. A. should be 
working together in the fight against communism and all 
other subversive influences. We should be working to- 
gether to defend and improve the free enterprise system, 
and to build a positive understanding of Americanism. We 
should be working together for national defense, bet- 
ter health, child welfare, and any other goals designed to 
bring about sound, evolutionary progress within the 
framework of American democracy. We also should re- 
member that one of the prime techniques of communist 
subversion is to propagate class hatred—to create and 
promote argument and dissension—to pit one group 
against another for the purpose of undermining national 
unity. It would indeed be tragic if the American Legion 
and the American Medical Association—two of the na- 
tion’s most influential and patriotic organizations—should 
allow themselves to become pawns in the communist 
game of “divide and conquer.” So, as Commander Collins 
told the A. M. A. in Miami, “Let us make certain that 
nothing ever comes between us to imperil this essential 
unity of purpose and action.” Let us be “citizens first, and 
doctors and veterans second.” 
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TREATMENT OF ASTHMA 


Clarence Bernstein, M.D. 


S. D. Klotz, M.D., Orlando, Fla. 


Asthma is a symptom rather than a diagnosis, and its 
definitive therapy must depend on what is ultimately de- 
termined to be its cause. All physicians and most laymen 
recognize the typical, distressful, labored breathing of 
patients with asthma, but it is the physician’s primary 
obligation to differentiate that which is not asthma.’ The 
prime requisite of immediate therapy in the acute asth- 
matic attack is the prompt and safe procurement of an 
adequate airway. Reduction of the airway is usually 
brought about by contraction or spasm of the muscles of 
the bronchial walls, by swelling of the mucous membrane 
lining the bronchial tubes, or by mucous secretion that 
is poured into and obstructs the bronchial lumens. Any 
one or all of these factors in varying degrees may be 
responsible for the clinical effects produced. To relieve 
or to reverse any of these processes requires the adminis- 
tration of various medicaments and agents by a physician 
properly equipped to handle these emergencies. Knowl- 
edge, experience, and judgment are essential to a physi- 
cian treating a patient with status asthmaticus. It is 
necessary that the physician have confidence and reflect 
it in a calm and assured manner so that the patient as 
well as his family derive a sense of security and relief 
from the tensions already present in this situation. 


METHODS AND MATERIALS 

Sympathomimetic or Adrenergic Drugs.—Subcutane- 
ous injections of epinephrine (Adrenalin) in 1:1,000 
solution are particularly valuable to relieve an acute 
attack, especially in children. Doses smaller than 1 cc. 
of 1:1,000 solution are generally recommended for both 
children and adults. Doses of 0.3 to 0.5 cc. can always 
be repeated at intervals of 20 to 30 minutes. Pallor, 
tremor, and tachycardia give ample evidence of physi- 
ological registration of epinephrine, and shortly there- 
after a cough will promote freer breathing if any real help 
is to be had from the epinephrine. A second or delayed 
effect from epinephrine is rarely gained by massaging the 
site of the injection. The relaxation of the bronchial 
musculature and slight shrinkage of the swollen mucous 
membrane will usually occur in 15 or 20 minutes or not 
at all. Occasionally, frequent or sizable doses taken by 
the patient have produced “epinephrine-fastness,” or 
resistance, and further administration is useless. This 
may be overcome by injecting aminophylline intrave- 
nously or antihistamine subcutaneously. The patient 
again becomes responsive to epinephrine. If epinephrine 
proves helpful, prolonged effects can be obtained by the 
intramuscular injection of 1:500 solution of epinephrine 
in oil (2 mg. in 1 cc. of sesame oil) every 8 to 12 hours. 
These ampuls must be shaken until the solution is murky, 
or the epinephrine suspension will adhere to the vial 
and only the oil will be administered, with no benefit. 

We have seldom used epinephrine in intravenously 
administered fluids, although some physicians advocate 
this therapy, generally using 1 cc. of 1:1,000 solution 
per liter in a slow drip. Perhaps the commonest current 


use is nebulized inhalation in a 1:100 solution. When 
effective, this becomes a constant standby for the patient 
with asthma. Variants and substitutes used would include 
isopropylarterenol (Isuprel and Aludrine) hydrochloride, 
isopropylarterenol (Norisodrine) sulfate, and a racemic 
epinephrine in solution for oral inhalation. Doses of 
isopropylarterenol may be administered sublingually. 
Ephedrine and phenylpropanolamine (Propadrine) hy- 
drochloride and to a certain extent dextroamphetamine 
sulfate (Dexedrine) and amphetamine (Benzedrine) 
sulfate have been used for their epinephrine-like effects. 
Ephedrine, particularly, is still widely used, especially for 
children, in whom tolerance apparently is greater. Pros- 
tatism and urinary tract irritation, especially from ephed- 
rine, encountered in adults and particularly in elderly 
patients, are seldom found in children. The drug is occa- 
sionally used to treat children with nocturnal enuresis. 

Aminophylline—The sympathomimetic drugs are of 
great use in treating patients with asthma but are often 
insufficiently effective as bronchorelaxants to be used 
alone. We have had to use a more reliable drug in this 
regard, aminophylline, slowly administered intravenously 
for an acute attack, generally in a 0.5 gm. dose. Within 
two or three minutes respiratory labor eases, but this 
may be only a temporary relief. Aerosolized epinephrine 
or any other substances can then slip by the mucous plugs 
and reach the lower levels of the bronchial tubes. At 
times it is advisable to maintain a constant intravenous 
drip for the maximum bronchial relaxation,? in which 
case 0.5 to 1 gm. of aminophylline in 1,000 cc. of 10% 
invert sugar (Travert) or glucose solution would be used. 
Aminophylline is effective when administered rectally in 
doses of 10 to 15 grains (0.65 to 0.97 gm.) in 20 to 
30 cc. of tap water; one-half this dose should be given to 
children. Rectal suppositories are also useful but act 
somewhat more slowly than the solution. Oral adminis- 
tration has been hampered by gastrointestinal upsets in 
a considerable number of patients, though enteric coat- 
ings and combinations with aluminum hydroxide gels and 
local anesthetics have reduced this complaint somewhat. 
Combinations with ephedrine and antihistamines are also 
used for chronic treatment. 

Sedation.—Fear on the part of the patient is a great 
drawback to successful treatment, and it increases the 
number of spasms as well as shortens the respiratory 
excursions. Despite all reassurance to the patient, seda- 
tion is often needed and used. Perhaps the commonest 
barbiturate used is phenobarbital sodium, injected sub- 
cutaneously or intravenously or given by rectal supposi- 
tory as pentobarbital (Nembutal) or secobarbital (Se- 
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conal). Chloral hydrate is relatively safe and can be 
given orally or rectally in cornstarch solution, the usual 
dose ranging from 0.5 to 1.5 gm. When more complete 
relaxation is indicated or is not obtained by other means, 
60 cc. of ether in 120 cc. of mineral oii placed into the 
rectum will usually succeed. The effect can be pro- 
longed if the patient rebreathes the ether. The sedative 
antihistamines, bromides, and other barbiturate forms 
are also used for sedation. Morphine, however, should 
never be used, and only under the most special conditions 
and closest supervision should meperidine (Demerol) 
hydrochloride be given. Respiratory failure from these 
drugs is a constant problem, although nalorphine (Nal- 
line) hydrochloride is now available to combat this 
complication. 

Oxygen.—We have generally used oxygen only in pa- 
tients with cyanosis, weakness, or great fatigue. When 
cardiac factors were suspected we used oxygen for cir- 
culatory support. At times a quiet patient is disturbed by 
the closeness of the tent, and it is better to do without 
it or to have the patient more heavily sedated. The tent 
has one other advantage in offering cool, moist air rela- 
tively inhalant free. We have not used mixtures of oxygen 
and helium or oxygen and carbon dioxide. 


Expectorants.—With all the foregoing methods it is 
often impossible to loosen the mucous plugs. It is in this 
situation that potassium iodide has been the drug of 
choice over the years. Treatment is started with an intra- 
venous injection of 1 to 2 gm. to promote tracheobron- 
chial secretions as a lubricant to the intraluminal accumu- 
lations. Later this can be continued by oral administra- 
tion of 5 or 15 grain (0.32 or 0.97 gm.) enteric-coated 
tablets. The patient should be watched for iodide sen- 
sitivity, which often may be a serious complication; 
however, in patients with acute asthma we find this to 
be rare. Syrup of ipecac is more useful in children than 
in adults, since its emetic action helps to move the 
sputum upward by a peristaltic-like motion. Apomor- 
phine hydrochloride is frequently prescribed with an 
iodide to obtain a similar effect in adults. 

Fluids.—It is important to maintain the fluid and min- 
eral balance, which is often depleted in patients with 
asthma. Intravenously administered fluids are used not 
only as a vehicle for vitamins and medicaments but also 
as a means of hydrating the patient and transporting 
readily available calories in the form of glucose, invert 
sugar, or other calorigenic substances. Proteins are rarely 
used for these patients, because of the possibility of un- 
toward allergic reactions. Attention must be paid to elec- 
trolyte balance, fluid balance, kidney function, and cir- 
culatory sufficiency. 

Bronchoscopic Assistance.—We have not employed 
this help as often as it has been recommended by some 
authorities. It is possible that in a few patients with thick, 
viscid tenacious sputum mechanical removal of the spu- 
tum under endoscopy might be expedited; however, the 
length and extent of this exploration are actually so 
limited that its real help may be doubted. Also, in the 
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greatly weakened, spent patient the procedure may prove 
too hazardous. In well-selected patients treated by expert 
bronchoscopists this approach may have merit. We have 
found that pharyngolaryngeal aspiration with catheter 
and suction apparatus gives appreciable stimulus and as- 
sistance in expelling the mucus. The cough reflex thus 
initiated frequently raises a bit of sputum in range of 
the catheter tip, and the suction materially aids the pa- 
tient in expelling the sputum. This is a simple procedure 
that can give valuable aid to the tiring patient with asthma. 

Corticotropin (ACTH) and Cortisone.—Time has 
shown that corticotropin and cortisone are potent weap- 
ons against intractable asthma. Usually when the physi- 
cian sees a patient with asthma it has already become 
intractable or it would have yielded to other methods; 
hence the increasing dependence on these substances in 
the management of patients with status asthmaticus.* The 
intravenous drip of corticotropin, 10 to 20 units in 1,000 
cc. given 30 to 40 drops per minute, is the usual means of 
starting therapy. This is rarely met with a prompt, ana- 
phylactoid response, but these have thus far been readily 
controlled with epinephrine and/or antihistamines. The 
material can be given in aqueous solution or as a gel 
intramuscularly, and when effective it is the usual route 
of administration. A daily dose of 40 to 80 units is suf- 
ficient at first, though 120 units is not an unusual dose. 
This amount is promptly reduced to an average 40 unit 
daily dose and maintained at that level until the condi- 
tion of the patient is stabilized. Cortisone may be used 
instead of corticotropin in effective therapeutic dosage, 
starting with 50 mg. by mouth or injection every four 
hours until the patient is relieved. The dose is gradually 
reduced, meanwhile keeping the patient fairly free of 
symptoms, and finally reduced to a two or three tablet 
daily dose (50 to 75 mg.) as maintenance therapy. The 
pitfalls of corticoid therapy have been brought out again 
and again, and the measures and precautions against 
these agents discussed. The need to watch for edema, hy- 
pertension, moon face, Cushing’s syndrome, glycosuria, 
peptic ulcer, and psychosis cannot be stressed too often. 

Other Drugs.—Antihistamines have little place in 
treating patients with acute asthma save when the secre- 
tions are predominantly “wet.” In such instances the 
drying and sedative effect may prove beneficial. The 
“Gay treatment” * of asthma, of wide repute in the South- 
east, consists of a large “shrine-pilgrimage” effect aided 
by medicaments that are generally used by all physicians 
in treating patients with asthma with the exception of 
arsenic. The dangers of this medicament are only too 
well known. The treatment must be adapted to the pa- 
tient’s temperament, degree of constipation, appetite, 
etc. We have used a prescription that combines pheno- 
barbital and potassium iodide and a tincture of stra- 
monium in a vehicle of syrup of Hydryllin compound 
(containing aminophylline, diphenhydramine, potassium 
iodide, chloroform, sugar, and alcohol). Occasionally 
ephedrine is added, and rarely potassium arsenite (Fowl- 
er’s) solution is used. We have had slight experience with 
purified crystalline trypsin (Tryptar) and aerosols, the 
former being especially useful when the secretions are 
thick and tenacious or are mucopurulent. Alevaire (a 
solution of glycerin sodium bicarbonate and a detergent 
in distilled water), when nebulized as a fine mist into the 
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tracheobronchial tree, lowers the surface tension of the 
interface between the mucous membrane and accumu- 
lated secretions. This helps to liquefy and loosen the 
obstructing material, which can then be coughed up 
with less effort. Enzymes can be similarly aerosolized 
into the lower air passages. Trypsin, a potent fibrinolysin, 
is effective in lowering the viscosity of mucopus. Desoxy- 
ribonuclease of pancreatic origin (pancreatic dornase) is 
also a pus-liquefying enzyme acting through its ability 
to degrade desoxyribonucleoproteins. We have just 
started to use lyophylized papain (vegetable pepsin) as 
an aerosol. This substance is not derived from tissue pro- 
teins and thus far appears to have stronger mucolytic 
properties, 
TREATMENT 

Once the physician has helped the patient through an 
acute attack of asthma the effort at definitive management 
must start. This must include complete medical and al- 
lergy history, physical examination, chest roentgenogram 
(and generally sinuses), laboratory studies, and environ- 
mental and psychological appraisals. The history may 
make skin tests unnecessary. Gradually, however, the 
principal inhalants and a few basic foods must be checked 
by this method. Elimination diets may suffice to discover 
the offending foods. The patient should sleep in a dust- 
free bedroom, with featherless pillows, and, if hyposen- 
sitization therapy is indicated, it should be started. Fre- 
quently it is helpful to give printed, detailed instructions 
to the patient, setting forth the minimal requirements for 
the inhalant-free bedroom. The use of dampening-wet- 
ting agents to reduce dust and lint in the remainder of 
the house may be suggested. Air conditioners, air filters, 
electronic dust removers, and other mechanical devices 
are being more generally employed when the patient can 
afford such aids, or when they fit other special situations 
(such as preexisting equipment, geographical location, 
and humidity conditions). If psychogenic factors are 
present they should be weighed proportionately and eval- 
uated as treatment and knowledge of the patient pro- 
gress. Well-trained persons should be consulted if any 
psychiatric help is needed. Behavior problems in children 
are often resolved as allergies are brought under control. 
The child who is susceptible to catarrh or coughs and 
colds can best be treated for asthma by preventing it 
before it occurs. This requires early recognition of the 
condition as one of allergy, and a prompt and persistent 
treatment. In our experience, in the patient with respir- 
atory allergies who is well treated for the allergic condi- 
tion, asthma seldom if ever develops. In at least 50% of 
untreated or inadequately treated patients and those with 
unrecognized allergy, however, asthma will develop. 

All middle-aged patients with asthma and complica- 
tions of emphysema, bronchiectasis, and sinusitis are 
examined for cardiac disturbances. True cardiac asthma 
is probably the most important differential diagnosis to 
be made. Circulation times help greatly in the decision 
regarding heart and emphysema if there is doubt. The 
low circulation times are compatible with emphysema, 
and the prolonged calcium gluconate arm-to-tongue time 
gives a clue as to failure of the left side of the heart. 
Even with such a lead, the history of a lifelong “wet 
nose” or “catarrh” would give evidence of allergy. 
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Infection has always been a problem in asthma, and 
it is frequently difficult to ascertain whether the infection 
is primary or secondary or whether it is the true trigger 
for the asthma; however, antibiotics are of great value 
in routing bacteria for a time to afford a better opportu- 
nity to study the essential problem. Overcoming the infec- 
tion should improve the patient’s health, and a bronchiec- 
tasis often must be evaluated in its relation to the over-all 
allergy, particularly as to cause or effect. Possible sensi- 
tivity to or sensitization from these antibiotics should 
be kept in mind. It is common for a cold or virus infection 
to precipitate an asthmatic attack in a patient who is 
otherwise allergically well controlled. Under such con- 
ditions a physician can treat the asthma symptomatically 
and use antibiotics to prevent the superimposition of 
secondary bacterial invaders that may considerably pro- 
long both the illness and the asthma. 

In most cases of asthma it is quite likely that all of 
the allergenic excitants are not discovered and excluded 
or included in the hyposensitization program. Various 
methods of covering this situation have been sought for 
and tried. In the acute phase, fever therapy and Piromen 
(a complex polysaccharide derived from Pseudomonas 
aeruginosa) have been used with variable success. Fever 
induced by intravenously administered typhoid vaccine 
has been somewhat more effective than that with Piro- 
men. The net beneficial effects have been shown likely to 
be due to a nonspecific stimulation of corticosteroids in- 
cluding cortisone and hydrocortisone. The availability of 
both corticotropin and cortisone and their ease of action 
have strikingly reduced the use of vaccine-fever and Piro- 
men-fever in the management of patients with status 
asthmaticus. For patients with chronic asthma we have 
used histamine-in-gelatin as nonspecific therapy, an 
“umbrella,” to cover these undiscovered allergies and 
have found it a useful addition in hyposensitization 
therapy.° 

Mention should be made of the use of breathing exer- 
cises and mechanical methods for improving respiration. 
The respiratory exercises were largely introduced and 
popularized by the British. In the United States, Fein ° 
and his co-workers have felt there was value in the 
method, but we have not had sufficient experience to 
confirm their findings. Among the mechanical methods 
are the intermittent positive-pressure breathing appa- 
ratus’ and the exsufflator.* We have used the former, 
the Bennett and Mine Resuscitator types of apparatus, 
more for patients with emphysema than with asthma. We 
have had no experience with the exsufflator. 


COMMENT 

As the fuller picture of the physiology, immunology, 
and pharmacology of asthma comes into focus we once 
again find ourselves using both drugs and hormones, in 
addition to the methods of the allergists, in a wide-range 
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attack on this clinical problem. Not too long ago the 
goal of successful treatment of allergy was discovery of 
the allergens and their exclusion or hyposensitization to 
them. The need of supportive drugs was considered evi- 
dence of failure. With the ready availability of new and 
effective agents and the ever-increasing number and com- 
plexity of potential allergens and stress factors sight has 
been lost of the earlier goal. At the same time multi- 
plicity of treatments indicates the lack of specific virtue 
of any one of them and has left a wide vacuum into which 
psychotherapy has rushed. The work of Alexander and 
French, Baruch and Miller, and others has amply demon- 
strated what help this form of therapy can give the child 
with asthma. There is little doubt that the release of 
such emotions as anxiety, anger, frustration, repressed 
hostility, and aggression will make any person function 
better and return any functional deviation toward the 
norm, perhaps enough so that asthma may become sub- 
clinical for long periods of time. Rogerson ® said in 1943: 
“Asthma is a kind of experiment of nature on the com- 
bined effects of physical and psychological causes from 
a wide variety of spheres. . . . The study of asthma is an 
admirable antidote to those whose disposition tends them 
to accept uncritically the last new thing discussed in the 
market place of medicine.” 


SUMMARY 
The treatment of patients with bronchial asthma 
ultimately depends on its cause. Emergency treatment is 
usually directed at relieving only a symptom, and the 
prime requisite of immediate therapy is the prompt and 
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safe procurement of an adequate airway. Epinephrine is 
still the drug of choice for prompt relief. Aminophylline 
is dependable for bronchial relaxation, and potassium 
iodide is a time-proved remedy when expectorant, lique- 
fying action is required. Oxygen may be needed tempo- 
rarily. The use of morphine is still prohibited, and meperi- 
dine (Demerol) hydrochloride is to be used rarely. Safe 
sedatives are of great value. Corticotropin and cortisone 
represent important additions in the treatment of patients 
with allergies, and particularly in status asthmaticus, with 
pitfalls that must constantly be kept in mind. The anti- 
histamines are of use only in patients with “wet” asthma. 
Various other aids in the treatment of asthma include 
aerosols, fever therapy, Piromen, trypsin, mechanical 
respirators, and breathing exercises. 

Psychogenic factors and psychotherapy occupy promi- 
nent positions in the diagnosis and treatment of patients 
with asthma. Thorough medical and allergic investiga- 
tions must be made. The best treatment for patients with 
bronchial asthma is prevention, by treating the precursor 
state before asthma occurs. Effective treatment for asthma 
has now become polyphasic, and a wide range of modal- 
ities is employed: pharmaceutic, endocrine, antibiotic, 
psychological, and physiotherapeutic. As a guide for 
basic orientation in this field it is not amiss to remember 
that at one time the union of allergen and reagin was held 
almost solely responsible for the entire train of events 
known as bronchial asthma. 


740 N. Magnolia Ave. (Dr. Bernstein). 
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PROBLEMS OF DRUG ALLERGY 


Ethan Allan Brown, M.D., Boston 


An advertisement for a recent edition of the “Red 
Book,” which lists all of the 140,000 medicaments 
handled by pharmacists and available to physicians for 
patients, states that “14,000 new drugs” were issued by 
drug manufacturers in 1953. In actuality, there were few 
really new drugs. The number given represents some truly 
introduced for the first time, such as new salts, new de- 
rivatives, and, in many cases, new mixtures (as an anti- 
biotic with an antihistaminic ). Some of these drugs repre- 
sent a new form or type of administration or merely a 
new packaging of an old drug. These old drugs are, how- 
ever, not too old, in that 90% of those most commonly 
prescribed have been discovered within the last 25 years. 
These truly new-old drugs, such as the sulfonamides, the 
antibiotics, the antihistaminics (and their isomers), and 
the steroid hormones, are distinguished by their potency. 
Many, although not all, possess multiple actions. Ap- 
proximately 500 different drugs can be proved to be 
sensitizing substances. 
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It must be obvious, therefore, that drug allergy not 
only is more important today than it was two decades ago 
but will become increasingly so. Estimates for drug erup- 
tions made before the antibiotic era vary from 1:65, ob- 
served in over 56,000 hospital admissions on a dermato- 
logical service,’ to 1:310 noted in a private practice.* 
These data refer, of course, not to the incidence of drug 
reaction but to the number of patients seeking treatment. 
Except for major reactions that are brought to the at- 
tention of the physician most drug allergies, especially of 
the delayed type, go unrecognized. For equally obvious 
reasons, a great number of the recognized cases are never 
reported. There is evidence in my practice that there is 
now more drug allergy than I had ever realized, Each pa- 
tient, during the last two years, has filled out a question- 
naire that lists the drugs commonly known to cause dif- 
ficulties. He underlines those he knows he has taken, 
describing the symptoms he has had. Two out of five 
persons know their drug sensitivities and can describe 
the reactions. A great many more know they have ex- 
perienced the ill-effects of drugs but not exactly what has 
previously been prescribed for the illnesses or been given 
them to “try” by friends or neighbors. Therefore, all 
statistical estimates must be revised upwards. Thus, from 
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the logic of circumstances as well as from the published 
literature and my experience, it is clear that drug reac- 
tions are affecting more and more patients. At thé same 
time, research workers in widely separate fields are suc- 
ceeding in correlating pertinent, though at first glance, 
unrelated data, which make it increasingly obvious that 
pharmacological effects and toxic and allergic reactions 
are all inextricably intertwined, so that no one of the 
three can properly be understood without a full knowl- 
edge of the others. The time has come to review the 
subject with full awareness that there are still large areas 
to be explored; however, there is enough new knowledge 
at hand to give an understanding of the problem and, as 
well, to suggest the direction toward a solution. 


PROBLEMS OF MEANING 


There has been an unfortunate tendency in recent 
years to use the term “drug allergy” as a sort of waste- 
paper basket into which are cast many unexplained phe- 
nomena, without much clear thinking about what a drug 
ora reaction is. A number of the difficulties in understand- 
ing stem from simple ignorance of the help available from 
etymology, law, and semantics. To different groups the 
word “drug” has varied meanings. Linguistically speak- 
ing, the word is derived from the Middle English 
“drogge,” meaning dry. The term “drogge vate” con- 
notes dry casks or vats and, by implication, the contents 
of such casks, as opposed to the liquid contents of barrels. 
A drug, then, merely means something dried. This helps 
explain why papers have been written comparing “drug 
reactions” with “serum reactions.” What the authors 
really prove is that serums are drugs. Welch and his asso- 
ciates * have stated that blood dyscrasias are caused by 
“drugs, antibiotics, and chemicals.” An antibiotic agent 
is certainly a drug. A second source of puzzlement is 
the medicolegal definition. According to law, a drug is 
any substance, or mixture of substances, used for the 
prevention, mitigation, or cure of disease. Drugs, active 
or inert, are defined in terms of purpose. These concepts 
force us into semantic difficulties. Arsenic, when pre- 
scribed by a physician, is a drug, but when used by 
a “tree surgeon” is not. The iodine in Lugol’s solution 
is a drug, while that in iodized salt is not although it 
causes iododermas. Most absurd of all is the status of 
Coca Cola, which is defined as a food although it con- 
sists of a mixture of botanicals and caffeine with sugar in 
water. The word drug carries much emotional import; 
to many people it means “dope.” Lay and physician- 
patients will both deny the use of drugs, although inves- 
tigation proves the frequent ingestion of the bromide- 
salicylate preparations sold at soda fountains. In addition, 
there are, for so many of the apparently well, the daily 
morning doses of amphetamine and the bedtime barbi- 
turate. No one ever seems to consider aspirin a drug, 
although every allergist has seen evidence of its death- 
dealing potentialities. Advertisers capitalize on these con- 
clusions when they say that their “reducing tablets” 
contain no drugs. 

How Are Groupings of Drugs Confusing?——Nonana- 
lytical thought lets medicaments be grouped according to 
no criteria of consistency or reason. Three examples illus- 
trate this point. Despite the difference in purpose behind 
the administration of iodides, bromides, and fluorides, 
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these are often discussed together, if only because they 
are halogens. On the other hand, when reactions to 
vitamins are made the subject of a paper, the grouping 
is not based on any similarity in the chemical structure 
of thiamine as compared to ascorbic acid, but on their 
relationship as accessory factors in food. When reactions 
to antibiotic agents are discussed, it is in terms of pur- 
pose and not of composition, origin, or mechanisms of 
effects. It does not really matter what terms or groupings 
are used for medicaments as long as the reporting physi- 
cian really thinks through to what he means. 

What Is a Drug Reaction?—The simplest method of 
presenting the subject is to prepare an alphabetical list, 
appending to each drug a number of the more common 
clinical reactions associated with its use. Obversely, a 
list of key-word clinical terms, such as morbilliform erup- 
tions, may be given, each with a list of those drugs usually 
associated with this type of reaction. Tabulations of this 
kind are available.* At a higher level of analysis, the 
types of reactions can be classified, although the resultant 
groups are not mutually exclusive, and, since so many 
medicaments cause more than one type of reaction, these 
will be found in more than one group. 

Toxic Effects —Primary toxic effects come from drugs, 
such as the cyanides, that endanger life in themselves. 
A drug may have secondary toxic effects when it so 
affects the patient, whatever the purpose of administra- 
tion or mechanism of action. Toxic reaction is often a 
matter of degree. Used with a calculated risk, certain 
drugs, such as digitalis or curare, may be lifesaving. War- 
farin, used as a toxin and causing fatal hemorrhage in 
rats, may be an orally effective and consistently predic- 
table anticoagulant in human beings. One toxic effect, 
as hypoplastic anemia, may be the hematologist’s dream, 
although it is the internist’s nightmare. 

Side-Effects.—Side-effects are often judged egocentri- 
cally by physicians or patients. Any undesirable, annoy- 
ing, nontoxic, nonallergic, but directly caused response for 
which a use has not been found is often labeled a side- 
effect. For example, anorexia seen with oxytetracycline, 
mental depression associated with sulfonamides, and 
somnolence with antihistaminic agents are side-effects. 
However, the sedative properties of an antihistaminic 
drug given on retiring, the appetite-depressant qualities 
of amphetamine issued to obese patients, and the tran- 
quilizing qualities of isonicotinic acid derivatives admin- 
istered to patients with mania are here not side-effects 
but the purpose for which the drugs are prescribed. 

Idiosyncrasy.—Idiosyncrasy is defined as an inherent, 
qualitative, abnormal reaction. Statistically, it is an un- 
common response. Examples are the allergic reactions 
to abergic (tablets, the excipients of which are nonaller- 
gic) antihistaminic preparations and the excitement after 
barbiturate ingestion. 

Intolerance.—Intolerance would suggest a quantitative 
deviation, as seen in ptyalism after small doses of iodides 
and cinchonism from doses of quinine below posologic 
levels. These reactions lie in the direction of the signs of 
pharmacological overdose, often from minute quantities. 
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Secondary Effects—Secondary effects are those reac- 
tions not directly caused by a drug, but mediated, as it 
were, at arm’s length by a series of changes indirectly 
initiated by the drug. The syndrome of cholera caused by 
some antibiotic agents is an excellent example, as is, in 
another sense, the vitamin deficiency due to antimicrobial 
agent effects on intestinal bacteria. 

The Schwartzman Phenomenon.—The Schwartzman 
phenomenon is exemplified, in brief, by a special interre- 
lation between the drug and a previous infection, as seen 
in certain purpuras. The exact mechanism is unknown. 

The Jarisch-Herxheimer Reaction—The Jarisch- 
Herxheimer reaction may be due to the direct effects of 
the toxins emitted by dead micro-organisms. These may 
be primarily toxic or otherwise act as allergens in a sensi- 
tive patient. Like the ninth-day erythema, such reactions 
are not induced by subsequent similar administration of 
the same drug in the absence of infection. 

Allergic Reactions.—Alhlergic reactions are often and 
varied and, as the chief reasons for this paper, will be 
given more attention. Minute quantities of a drug, al- 
though previously taken in normal amounts with impu- 
nity, suddenly and often explosively cause one or several 
of the known allergic reactions distinguished by smooth 
muscle spasm, mucous membrane edema, urticas, and 
other skin lesions. Almost all of these are relieved by 
epinephrine, ephedrine, antihistaminic agents, cortisone 
(Cortone) acetate, and corticotropin (ACTH). They 
can, however, affect any and every organ and tissue cell. 
The original sensitizing administration may never be un- 
covered in those patients with allergies in whom the re- 
sponse seems to be due to a first exposure to a drug ap- 
parently never previously used. Cross sensitization may 
be one reason for this, another being that patients are 
rarely told what is being prescribed, and seldom, if ever, 
know what they have taken. 

Allergic reactions are never due to what the textbooks 
delineate as toxic, pharmacodynamic, or cumulative ac- 
tion. In some allergic reactions, precipitins and anti- 
bodies may be involved. These are present when the sen- 
sitization not only affects the obvious shock organ, such 
as the lung, but also represents, elsewhere in the body, an 
adaptation of an enzyme system specifically concerned 
with the synthesis of globulins. In such cases, the altered 
globulins may be recovered from the circulation as anti- 
bodies. But when the changed enzyme system resides only 
in the shock organ and when the tissues of this organ are 
not involved in globulin production, there is no blood 
stream evidence of allergy. The syndromes associated 
with circulating antibodies are those most frequently 
noted with the immediate reactions, while the others are 
more often seen with delayed reactions. Although the 
search for evidence of allergy as carried by the circula- 
tory system should most hopefully continue, there are at 
present no simple or adequate techniques for testing 
shock organs other than the eye, nose, and lung in those 

patients in whom blood-borne antibodies are absent and 
intradermal skin tests are negative (although patch tests 
may be positive in allergy affecting the skin). The future 
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of allergy will undoubtedly lie in fields of disorders, aller- 
genically induced, but with no blood stream evidence of 
antibodies and no skin tests. 

Before describing other types of reactions, it must be 
stated again that, typical though the disorders may be, 
the boundaries between the atypical cases are movable 
mental hazards. The so-called allergic response, how- 
ever well defined, can be mediated by either allergic or 
nonallergic processes. There are neither gross organic 
changes nor microscopically recognizable tissue altera- 
tions that are per se invariably pathognomonic of allergy, 
either drug-induced or otherwise. The body cells ap- 
parently respond to many different types of stressors 
with a limited number of reaction patterns. It will be noted 
that the term hypersensitivity has not been used. Since 
all manifestations of drug reactions are examples of hy- 
persensitivity, in one or another of its forms, the term is 
only confusing and had best be redefined or discarded. 


PROBLEMS OF MECHANISM 


The mechanisms of drug reactions involve units the 
magnitude of which has never been accurately measured. 
Ackroyd * describes a generalized purpuric reaction fol- 
lowing an intradermal injection of Sedormid (2-isopropyl- 
4-pentenoyl) urea in a measured dose of 1.4 « 10° gm. 
One of my patients died of an exfoliative dermatitis 
caused by the ingestion of 8 mg. of phenobarbital. 
Granted that all of the dose was dissolved in the gastro- 
intestinal tract and that all was absorbed into the circu- 
lating blood alone (5,000 to 7,000 ml.), the drug caused 
its catastrophic end-result, although present in a dilution 
in excess of 1:40,000,000. If one postulates that it was 
also equally dissolved in all the interstitial fluid (14,000 
ml.), the dilution was 1:112,000,000. If the drug found 
its way into the Known total body water (30,000 ml.), 
the dilution was in excess of 1:250,000,000. Of course, 
these dilutions are only relative. Some of the 8 mg. of 
phenobarbital may not have been absorbed, in which 
case the blood stream dilution may have been greater. 
During the actual absorption process, some of the drug, 
having been absorbed, may have been excreted, inac- 
tivated, or fixed in the tissues. In such cases, some cells 
permit high concentration to occur, while others, as the 
meninges, put up insuperable barriers to the passage of 
certain drugs. But allowing for all of these modifying 
factors and for others not listed and acting on either side 
to increase the concentration of an allergenic drug in 
some tissue cells and decrease it in others, almost all 
present-day studies of this controversial question demon- 
strate the effective dilutions for allergenic responses to 
be much higher than was previously supposed conserva- 
tively in the range of 10 to 10°” or greater. 

For comparative purposes, the minimum serum con- 
centration of penicillin necessary to inhibit penicillin- 
sensitive organisms is of the same order of magnitude, 
namely, 1:50,000,000, although allergic responses are 
caused by higher dilutions affecting many more cells 
much more devastatingly. A constitutional reaction can 
occur subsequent to a skin test by the pressure puncture 
method, using a liquid solution containing 0.0001 mg. 
of active protein. This is apparently absorbed counter- 
current to the outflow of exudate and traversing a periph- 
eral, nonvascularized layer of epidermis, must neverthe- 
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less reach and be carried by the blood stream in almost 
incalculable dilution. The reaction in the patient results 
in a bronchospasm involving over 1,000 square feet of 
pulmonary tissue. Under similar circumstances, a gen- 
eralized urticaria releases, in what appears to be a chain 
reaction, no one knows how much histamine. 

Primary Mechanisms of Drug Reactions.—Every drug 
injected or ingested into the body (and for this purpose 
the surface of the gastrointestinal tract and lungs are 
viewed as outside the body) can only do what it does 
on the basis of five interrelated primary mechanisms. 

Local Effects: There can be local cellular reactions 
dependent on the inherent primary irritating qualities of 
the drug, such as mustard gas, or secondary irritating po- 
tentialities dependent on concentration and time, such 
as topical anesthetic agents. Externally, the former may 
lead to simple irritation or, if taken internally, as anti- 
biotics, cause nausea or diarrhea. The latter may result 
in local tissue cell sensitivity, which may become general, 
as with antihistaminic ointments. With this type of sen- 
sitivity, some patients will react only to the unguent, but 
not to oral, injected, or inhaled preparations. Others 
may become so sensitive by local effects, that no form of 
the drug can be tolerated. 

General Cellular Effects: General cellular effects are 
related to time and quantity, the latter depending on the 
former, since the quantity of the drug to which the cell is 
exposed depends entirely on the rates of its absorption 
and excretion. The term general cellular effects does not 
mean that all body cells are necessarily equally affected or 
respond in the same way. With morphine, for example, 
the central nervous system acquires a great tolerance not 
shared by the contracted pupil or the sluggish gastroin- 
testinal tract. Morphine given intravenously, may, by 
reaching the intolerant organ by another route, cause 
diarrhea. 

Rate of Absorption: Differences in absorption rate 
may explain why the slowly absorbed and slowly ex- 
creted nonarylated sulfonamides are more highly sen- 
sitizing agents, while at the opposite end of the spectrum, 
the relatively little absorbed sulfonamides can be used 
with safety for preoperative sterilization of the gastro- 
intestinal tract. 

Rate of Excretion: The rate of excretion of the drug 
modifies every reaction that a drug is capable of causing, 
again because of the time of tissue cell exposure involved. 
This is easily understood by comparing the sensitizing ac- 
tion of aqueous and depot penicillin. The first may be 
safer in some sensitive persons, in that it leaves the sys- 
tem quickly. In others, its rapid absorption may be a 
contraindication of its use. The long-acting preparation 
may produce no immediate response, but may cause ill 
effects extending far beyond its slow excretion time, as 
noted in penicillin-induced chronic urticaria. 

Enzyme Systems: The efficacy of tissue catabolism de- 
pends both on immediate tolerance and on enzymatic 
adaptation. Martin,® said that “the cells possessing the 
smallest amount of the enzyme whose activity is modified 
by the drug, will be the most susceptible to its untoward 
action.” The tissue cells may survive on a comparative 
basis, because they are “tougher” and better able to de- 
fend themselves against antibiotic medicaments than are 
the bacteria. In some cases, tissue cells survive because 
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they possess a special enzyme for a specific toxin. A rab- 
bit’s tissue cells contain atropinestrase. It can eat bella- 
donna leaves with no ill results. Since the presence of the 
protective enzyme varies as between members of the 
same species, such variation may help explain quantita- 
tively different drug tolerance in otherwise comparable 
subjects, including human beings. In other cases, en- 
zyme protection may be relative, as in the photosensiti- 
zation caused by some sulfonamides. The relativity of 
such reactions lies in the fact that they may be elicited 
in some patients not at all, in others by ordinary amounts 
of ultraviolet radiation (especially if the patient is a 
blonde), and, in some, only by prolonged exposure to 
ordinary light or by short exposure to light of great in- 
tersity. Undesirable as this may be in one patient, it can 
be useful in another, since the photosensitizing properties 
of sulfonamides can be of help in the treatment of psori- 
asis. The opposite effect, namely the blocking of photo- 
sensitization, as by quinacrine hydrochloride, may help 
patients with prurigo estivale, although they may object 
to the incidental appearance of jaundice and the risk of 
a hypoplastic anemia. 

Augmentation or Diminution.—By altering, inacti- 
vating, or protecting enzyme systems, drug reactions can 
be augmented or diminished. Urease is nonspecifically in- 
activated by heavy metals. Urea is then not changed to 
ammonium carbamate. These same metals—silver, cop- 
per, mercury, and lead—are common causes of reac- 
tions, mediated, perhaps, by a similar inactivation. As- 
corbic acid, amino-acetic acid, cysteine, and calcium 
glucuronate may be enzyme protective substances and 
thereby reduce the toxicity of sulfonamides,’ just as nico- 
tinic acid reduces sulfanilamide reactions.* Doses of pro- 
caine amide hydrochloride (250 mg. every 6 hours) are 
said to prevent or mitigate the urticarial lesions due to 
penicillin that seem to respond to sodium dehydrocholate, 
although the exact mechanism for the latter is not clear. 

Enzyme Interrelationships——For enzyme systems to 
operate properly, there must be a delicate balance among 
variants of the second order. These include the degree of 
vitamin saturation (because so many vitamins act as sub- 
strates), the presence and completeness of all the ele- 
ments of protein metabolism (because these are con- 
cerned with cell integrity), and the adequate number and 
proportional presence of the necessary ions (bioelectric- 
ity). Patients who lack any of the three are more likely, 
for any given drug, to show evidence of toxic, allergic, and, 
for some drugs, pharmacological tissue reactions. The in- 
terweaving of such enzyme systems is seen in the appar- 
ently paradoxical “histaminoid reactions.” After the use 
of an antihistaminic agent in the treatment of an urticarial 
drug reaction, the patient responds with an attack of 
asthma. Pellerat® suggests that in these cases the skin cells 
that contain excessive histamine may “fix” the antihista- 
minic agent, the circulation having carried it to the cells 
that seemed most to require it and therefore picked it up. 
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The free blood histamine levels, then, increase to a point at 
which the bronchioles, originally less susceptible than the 
skin, are exposed to quantities beyond the resources of 
their own histaminolytic protection and go, therefore, 
into spasm. It would seem then that either the degree of 
action or the local or general varying quantitative pres- 
ence of histaminase levels may indirectly cause or di- 
rectly prolong such reactions. These may, in some cases, 
just as well be due to excess histamine as to insufficient 
histaminase. With only elementary knowledge of the field 
of enzyme chemistry and its intricate arrangements of 
checks and balances, I find myself developing an ever- 
increasing awe, not only for the human body but for 
every cell in it. 

Conditioning.—Given both normal extracellular and 
intracellular metabolism, other operational factors may 
be present, e. g., “conditioning.” A small, subclinical dose 
of a drug may condition the tissue cells so that larger re- 
active amounts can be tolerated. For instance, in the 
treatment of patients with brucellosis, an initial dose of 
chlortetracycline (0.5 gm.) may be followed by tachy- 
cardia, hypopiesia, and hyperpyrexia.’® A preceding dose 
of 0.1 gm. or the simultaneous use of cortisone acetate or 
corticotropin may prevent such reactions to a second 
dose of greater magnitude. This has been noted as well 
with anticonvulsants, as Mesantoin (ethyl-3-methyl-5- 
phenylhydantoin) for epilepsy.‘ Laboratory studies 
show that kidney cells, “trained” by prior exposure, can 
“learn” to oxidize alcohol more quickly than otherwise. 


Tissue Studies.—By means of living celi cultures from 
human beings, Pomerat '* was able to measure the lowest 
quantity of a drug required to reduce or completely in- 
hibit cellular emigration from a standard explant. It is 
true that these studies measure cnly “modifications of 
cellular activity and changes in rate and character of 
growth,” giving “little indication of the effects of chem- 
icals on the functional activity of complex organisms such 
as mammals,” but nevertheless they tell a great deal, 
quantitatively, about metabolic changes as correlated 
with structural effects. The action of many compounds 
has been studied by this method, which, within biolog- 
ically satisfactory statistical limits, gives values for the 
“least injurious dose” and the “minimal inhibitory dose” 
in micrograms per milliliter of medium. The original 
paper, which describes these concentrations for more 
than 100 medicaments, must be studied by those inter- 
ested in comparative toxicity levels, as, for instance, with 
antibiotic agents, antihistaminic drugs, and barbiturates. 

Bioelectrical Studies —Another part of the answer to 
the problem of drug reactions may come from a very dif- 
ferent type of research, bioelectricity. The basic assump- 
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tion here is that the potential difference across a unit area 
of membrane (a cell wall) may be described in terms of 
the electromotive force maintained both by its metabo- 
lism and by its internal (electrical) resistance, depend- 
ing on ionic permeability.* This is true not only for 
simple cells but for groups of cells in organs. These ac- 
tion potentials, when active, are measured by electro- 
cardiograms, electroencephalograms, and ovulation- 
time studies. When passive and limited to the cell mem- 
brane itself, such potentials help explain drug reactions, 
because drugs “exert a powerful effect on phase boundary 
potentials.” By means of an ingenious device for measur- 
ing electromotive changes at the contact of a nonaqueous 
conductor and an aqueous solution, Beutner was able to 
measure a constant drop in electromotive force of 0.006 
volt with a dilution of cocaine 1:1,000,000. With nitro- 
benzene in 0.1% sodium benzoate solution, an acetyl- 
choline solution of 1:100,000,000 causes a change in 
electromotive force of 0.005 volts. Beutner’s analysis of 
the augmentor effect, i. e., an increase in the pharmaco- 
logical responses after the addition of a substance that 
may in itself be pharmacologically inert, is illustrated by 
the increased constricting action of pilocarpine on the 
isolated intestine when sodium oleate is added to the 
solution. Cobalt, otherwise inactive, administered in ad- 
vance of a dose of penicillin is reported to enhance 
greatly the antibacterial action of this antibiotic agent. 
This brings to mind a number of parallel phenomena. 
Small doses of antihistaminic agents in amounts not in 
themselves sedative, may prolong barbiturate anesthesia, 
perhaps by hastening the rate of entrance of the drug into 
the brain, rather than by blocking detoxification in the 
liver.° Another familiar aspect of the augmentor effect 
is synergism, although both drugs may be pharmaco- 
logically active. 

The Drug or the Patient.—Susceptibility to certain 
drug reactions is characteristic of groups of persons, 
rather than of singular persons, as has been observed by 
perspicacious clinicians. There is a true difference be- 
tween such reactions and what has previously been re- 
ferred to as intolerance and idiosyncrasy, which appear 
to occur in otherwise normal persons in whom, perhaps, 
the differences in type may not be as superficially ob- 
vious. Examples of such variation are the abnormal 
response of patients with kyphoscoliosis to morphine and 
of the patient with both thyrotoxicity sensitivity or anxiety 
neurosis to epinephrine. Sulzberger and Baer *® have 
taught that patients with acne furunculosis, and derma- 
titis herpetiformis are more likely to react adversely to 
iodides and bromides, the patients with acne being sus- 
ceptible as well to androgenic substances. Such andro- 
gens also affect persons with hypertrichosis. Patients with 
atopic disease have a high sensitizing index to salicylates. 
Patients presenting purpuric and hematological disorders 
are prone to arsenic, barbiturate, sulfonamide, and gold 
salt sensitivities. Patients with seborrhea and those with 
impetiginized eczematoid eruptions react to sulfona- 
mides, gold salts, antibiotics, and antisyphilitic arsenicals. 
The heightened susceptibility of patients with fungus dis- 
eases to penicillin is, however, undoubtedly due to a dif- 
ferent type of reaction. But mycotic infections may play 
a part in the “balance” or “summation” allergic com- 
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plex. Stokes and Beerman *" have shown how arsphena- 
mine in an arsphenamine-sensitive patient can cause 
“flare-ups” in the local mycotic infection. One of Stokes’ 
patients, observed for four years, had an explosive der- 
matitic response to an arsenical, with sensitivity to bis- 
muth, to goose feathers, to a fungus infection, and to a 
bacterial protein. 


PROBLEMS OF SOLUTION 


It is easier to cope with questions of definition and 
mechanism than it is to resolve the implications of these 
problems. Of prime importance in this as in any field of 
study is its literature. Unfortunately, of the drug reac- 
tions that occur, only a few will be reported. It is doubly 
unfortunate that information comes from authors who fail 
to learn the technical vocabularies necessary for exact 
definition, so that what is described as idiosyncrasy by 
one is labeled sensitivity by a second and intolerance by 
a third. The authors of fewer than 20% of published 
papers use even simple statistical methods. No paper 
should be published unless it gives its reader enough 
basic information so he can judge for himself whether a 
true drug reaction has occurred. In some papers, the 
original disorder for which the drug was administered is 
omitted. It is absolutely essential to know the previous 
history of the patient, the age, sex, nutritional state, the 
results of the laboratory studies, and other pertinent data. 
Occasionally reports do not inform the reader that it is not 
a new drug under discussion. An apparently new diuretic, 
really a sulfonamide, may be placed in the hands of car- 
diologists with no experience of sulfonamide sensitivity 
of the type noted when the drug was first used as an anti- 
microbial agent. Sometimes a new drug is an old mole- 
cule, such as tetracycline related to both oxytetracycline 
and chlortetracycline. Better information would warn the 
clinician of otherwise puzzling syndromes, often really 
“cross reaction.” 

We not only lack the ideal types of reports, but we 
have to work with the wrong types of reports. How serious 
this problem is can be ascertained from a careful analysis 
of what is probably the most thorough and thoughtful 
piece of work in this field. Welch, Lewis, and Kurlan * 
collected 1,448 case reports from 16 federal districts and 
37 states. With facilities far beyond the reach of ordinary 
investigators, they were forced to conclude that no statis- 
tical inference could be drawn from the data available, 
if only because “hospital cross reference files and vital 
statistics do not, in many instances, permit either ease of 
classification or study.” The literature does not clearly 
define nutritional and disease states. The records, in most 
instances, lack information concerning the status of the 
patient with hemopoiesis prior to exposure. In many 
cases, previous exposure to other drugs was not known. 
Most important, the illnesses for which the patients were 
treated may themselves have been associated with 
dyscrasias. 

A look at the list of drugs tabulated as causing adverse 
effects on the blood shows how different from each other 
these drugs may be. Included are antibiotic agents, sul- 
fonamides, antihistaminic agents, antimalarials, barbitu- 
rates, heavy metals, amphetamine, urethan, phenylbuta- 
zone, glyceryl trinitrate (nitroglycerin), Methimazole 
(1-methyl-2-mercaptoimidazole), meperidine hydro- 
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chloride, thiouracil, and Methylparafynol (3-methyl-1- 
pentyn-3-ol). Nonmedical substances such as furniture 
wax or lacquer, hair dyes or rinses, insecticides, organic 
solvents, and exposure to x-ray or radium, are also 
incriminated. In attempting to clear up one confusion, 
many papers unfortunately leave us with another. One 
example is the publicity given to the blood dyscrasias 
supposedly due to chloramphenicol. This has since been 
proved to be essentially incorrect. Actually, only one ad- 
ditional case of a blood dyscrasia of the type described 
has been reported in the two years that have elapsed 
since the first paper appeared, and this occurred in a 
dentist who took chloramphenicol without the benefit of 
a physician’s advice and for a disorder for which it never 
should have been administered. The reported incidence 
of blood dyscrasias has not increased since the introduc- 
tion of chloramphenicol. How many other patients have 
been allowed to die for fear of prescribing chlorampheni- 
col because of the statistically infinitesimal risk of an 
aplastic anemia? Because of a lack of understanding of 
drug allergy on the part of the physician, how many 
patients have been given substitute drugs of infinitely 
greater allergenicity and potentially greater toxicity? 

This deserves further evaluation because there are 
data describing 11 supposed cases of aplastic anemia 
after the use of oxytetracycline (in two patients it was 
the only drug used); 9 supposedly after the use of chlor- 
tetracycline (in one patient it was the only drug used); 
and 7 cases assumed to be due to the use of streptomycin, 
in none of whom was it the only drug used. The evidence 
for a causal relationship here is just as meager as it is for 
chloramphenicol. In reviewing these data, the department 
of public health and welfare had the greatest diffi- 
culty in proving the reactions shown to be in any sense 
causally related. The paper represents the typical post 
hoc, ergo propter hoc thinking. Drugs discovered in the 
20th century are being used and reported on by techniques 
evolved in the 19th century for disorders described in 
terms of the 18th century, with two out of three papers 
making no mention of either allergenicity of the drug or 
controls among the patients. 

Drugs are increasing in numbers and in uses, and 
chemotherapy is being extended ever more widely in the 
treatment of all forms of physical and mental disease. 
Therefore, to solve the problem of drug reactions, more 
fundamental information is needed regarding new drugs, 
better tests for toxicity and for allergenicity, and less 
haphazard, more highly controlled clinical evaluation. 
Every new drug should be studied by all available tech- 
niques, of which those here mentioned should represent 
an absolute minimum. Better methods of communication 
more in tune with the times are also needed. With papers 
published in the conventional chronologic order, based 
on the date of submission, reports on reactions appear 
much too late and long after the damage has been done. 
Private and public funds must be made available for these 
basic research problems, and the results of such studies 
should be given wide publicity as quickly as possible. 


75 Bay State Rd. 
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PITFALLS OF THE SKIN TESTS IN ALLERGY 


M. Murray Peshkin, M.D., New York 


With the introduction of skin tests about 40 years ago 
as a means of determining causal factors of certain enti- 
ties, now recognized as allergies, the clinical approach to 
the study and treatment of allergies was placed on a 
rational basis. Because of the presence of paradoxes and 
of the mounting difficulties encountered with the inter- 
pretation of the role of the tests in allergy, there has been 
a growing tendency in the last decade of some physicians 
to belittle the role of test substances. The value of food 
allergens in certain allergies is particularly questioned. 
Some persons, indeed, question the need for tests at all, 
and far too many physicians deny or fail to appreciate 
that pollen asthma, with or without hay fever, frequently 
occurs with negative cutaneous reactions to pollen but 
with typical seasonal incidence. It is not generally known 
why sensitivity of the mucosa of the respiratory tract to 
instillation of or contact with synthetic substances such 
as tetracaine (Pontocaine) hydrochloride, procaine 
(Novocaine), phenylephrine (Neo-Synephrine) hydro- 
chloride, and naphazoline (Privine) hydrochloride can 
also be corroborated by a positive skin reaction with the 
patch test technique. 

Some of the confusion and skepticism concerning the 
role that allergy tests play in syndromes of hypersensi- 
tivity may be lessened by considering the significance of 
the test reaction, and, even when the significance of the 
tests is understood, pitfalls still remain to be considered. 
The test substance is now commonly referred to as an 
allergen. An allergen may be a complex protein sub- 
stance with, for example, a molecular weight of 17,400 
for lactalbumin, 176,000 for human serum globulin and 
5,000 for the protoprotein of ragweed extract. All of 
these substances may elicit an immediate, whealing, pos- 
itive skin test reaction in a specifically sensitive person. 
Allergens with molecular weights below 500 include syn- 
thetic drugs and may elicit positive skin reactions of the 
delayed type with the patch test technique. Positive skin 
reactions to allergens of any molecular weight may or 
may not have causal significance and may be classified 
as (1) clinical, causal sensitization and (2) noncausal 
sensitization, in which the sensitizations have been pre- 
vious causal factors but play no role in the existing cause 
of the allergy syndrome and in which the allergens play 
no part in the previous or current etiology and are re- 
ferred to as potential factors of allergy. Clinical causal 
sensitization to any allergen may occur with a negative 
skin reaction. It is now possible to classify patients with 
a positive cutaneous and/or mucous membrane reaction 
to test allergens as “positive reactors” and patients with 
a corresponding causal sensitization but with negative 
reactions as “negative reactors.” From both an academic 
and a practical viewpoint such a classification is helpful 
in understanding the role and the pitfalls of allergy tests 
in the etiology of allergies. 





Read in the Session on Allergy before the Section on Miscellaneous 
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APPROACH TO THE PROBLEM 


Diagnosis.—The common practice of making a causal 
diagnosis at the time the patient is first seen should be 
avoided. After the completion of a thorough history and 
physical examination, a clinical diagnosis of one or more 
of the commonly accepted allergies may be made. Since 
these diseases are definite clinical entities, the diagnosis 
at this point rests entirely on a clinical basis. Once the 
clinical diagnosis is established the physician must search 
for the cause. 


History.—The first and one of the most important 
steps in determining causal factors of allergy is the his- 
tory of the patient’s ailment. The history has a direct and 
significant bearing on the interpretation of the skin tests 
and other findings. The form of therapy to be instituted 
may be indicated from the history, which also may show 
whether a positive skin or mucous membrane reaction 
to an allergen plays a role in the cause of the syndrome. 
A history will show that a patient can be sensitive to a 
given substance despite the fact that the skin and/or 
mucous membrane test reactions may be negative. The 
history may also act as a guide or as a clue to a patient’s 
tolerance. There are no short cuts to history taking. 

Number of Tests.—Testing every patient with all of 
the usually available allergens, numbering several hun- 
dred or more, is a waste of time and materials, Some aller- 
gens are of sufficient importance to warrant routine use. 
These allergens are best determined by each worker ac- 
cording to the locale and type of patient under study and 
usually number under 100. The use of additional tests can 
be determined from the history, diet, and environment of 
the patient. 

Selection of Allergens.—The proper selection of aller- 
gens by the majority of physicians who depend on an out- 
side source of supply has been made more and more dif- 
ficult, since many pharmaceutical houses market these 
allergens and each prepares them differently. This has 
resulted in a lack of uniformity of preparation and stand- 
ardization of the test allergen, a most disturbing problem 
in allergy. Dry powdered allergens are preferred for use 
in the scratch test because they remain potent for at 
least two years. For the physician with a limited allergy 
practice it is economical and convenient to use the dry 
allergens contained in a rubber-stoppered vial (25 or 50 
mg.). For the intradermal test, solutions of known po- 
tency that do not irritate the skin should be used. A rou- 
tine set of solutions is used. Each extract is standarized 
to a concentration so that its use confirms maximum 
safety. When a local reaction to a routine extract is nega- 
tive, solutions of increasing strength may then be used. 
Allergens in solution as compared to dry allergens, no 
matter how well prepared and properly refrigerated, de- 
teriorate rather rapidly. The weaker the solution the 
more rapid the deterioration. 
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Single and Group Tests.—The skin tests should be per- 
formed with single tests and not with group extracts. The 
purpose of group testing, especially with group extracts 
based on.botanical relationship, is to appreciably lessen 
the total number of tests in a routine study. This method 
of testing is not generally approved of, because if the 
group is positive then separate tests for the components 
must be made. Again, a negative reaction may be ob- 
tained with a test group and positive reactions obtained 
with one or more of the components when tested sepa- 
rately. This is not unexpected, since a test group results 
in lower concentrations of each of the component sub- 
stances than there would be if the constituents were used 
separately. 

METHODS OF TESTING 

Skin tests give clearest results on the skin of the back, 
but the flexor surfaces of the forearms for the scratch test 
and the lateral surfaces of the skin on the arms for the 
intradermal test have proved satisfactory, convenient, 
and practical, and these sites are most commonly used. 
As a routine procedure and from the standpoint of safety, 
the scratch test, especially in children, is the method of 
choice and is the one with which the study is started. 
When the scratch is negative the intradermal test may 
then be used. This plan of testing is more commonly 
practiced than either method of testing alone; however, 
for the general practitioner, who may use only one 
method of testing, the method of choice is the scratch 
test. Intradermal testing gives many pseudoreactions or 
nonspecific reactions, while the scratch test is responsible 
for relatively few such reactions.* 


The passive transfer test of Prausnitz and Kiistner * 
can be demonstrated when the blood serum of a patient 
sensitive to an allergen is injected intradermally in a nor- 
mally receptive person. The area in which the injection 
is made becomes locally sensitized to the specific allergen. 
This method of testing has been used routinely for older 
children with eczema and urticaria and for younger chil- 
dren in general.* The specific sensitizing substance in the 
blood has been called “atopic reagin.” * However, my 
co-worker and myself * and later, Chobot and Hurowitz,° 
demonstrated that the use of this procedure in a routine 
manner for the determination of the causal or the poten- 
tial factors of allergy is unreliable and its application as 
a substitute for the direct method (scratch and intra- 
dermal) of skin testing is impractical. An immediate, 
positive, whealing skin reaction is due to interaction of 
allergen and reagin taking place within the skin. Passive 
transfer tests are negative when the skin reaction is nega- 
tive to the direct test. A positive skin test (direct method ) 
with a negative passive transfer test does not mean that 
the positive reaction is false positive. It does mean that 
the reagins that mediated the positive reaction were in 
insufficient concentration or for some other reason were 
not transferable to the skin of a proved recipient. More- 
over, a positive direct skin test with a positive passive 
transfer test may occur with no causal significance. The 
local passive transfer test is thus an important contribu- 
tion to the science of allergy, rather than to routine 
diagnosis. 
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The conjunctival test with allergenic solutions has no 
place in routine testing today nor does it help eliminate 
a false positive reaction to the intradermal test. With the 
use of serial dilutions, progressing from weak to concen- 
trated solutions, Fineman * demonstrated that the intra- 
dermal test will show up first, the conjunctival test next, 
and the scratch last. However, if the intradermal test 
was positive only to the highest concentration of pollen 
or other allergenic extract (1:20 solution) then this solu- 
tion of pollen would cause a negative eye test. So-called 
1:10 solution of pollen in the eye would also test neg- 
atively. A more sensitive test and one that would produce 
positive eye reactions under these circumstances is the 


dry pollen eye test.® 


SYRINGE AND TEST SOLUTION CONTAMINATION 


Aside from the nonspecific reaction obtained by the 
intradermal techniques of testing, another and common 
type of false positive reaction occurs particularly in pa- 
tients who are positive pollen reactors. When they are 
subjected to testing with all-glass tuberculin syringes or 
with syringes with asbestos-tipped plungers, which are 
also used for the injection treatment of patients who are 
pollen reactors, the syringes as well as the test solutions 
are frequently contaminated with pollen and other aller- 
gens. It can thus be understood why a person who is 
sensitive to pollen on skin tests will give positive reactions 
to the nonpollen test allergens. To avoid contamination 
of needle, syringe, and test solution, Small and others ° 
have successfully devised a special chemical treatment 
for the needles and syringes that literally “deantigenizes” 
them. 

GENERAL REACTIONS TO ALLERGY TESTS 

Immediate or delayed general (constitutional or sys- 
temic) reactions to scratch tests are extremely rare and 
to my knowledge have not resulted in a single fatality. 
When the intradermal tests are employed to the exclusion 
of all other techniques general reactions occur in 2% of 
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patients.'° Fatalities have already been reported, and 
many more have occurred and will continue to occur 
without the benefit of report. No age group is exempt. 
Even with precautionary measures general reactions oc- 
cur, because there are no means of predetermining a 
“shock reactor” or preventing general reactions when the 
intradermal technique of testing is employed exclusively. 
A general reaction has not been encountered with the 
intradermal technique after a properly performed scratch 
test in a negatively reacting patient. 

Allergy Tests and Age of the Patient—“Children do 
not yield reactions as marked as those found in sensitive 
adults. The skin reactions in infants are still less marked, 
but it should not argue in favor of eliminating the testing 
of infants. . . . In testing children these solutions [routine 
intradermal test solutions} may be used in greater dilu- 
tion.” Such contradictory, paradoxical, and confusing 
statements appear in most of the books on allergy, but 
they do not coincide with extensive experience in the 
testing of infants and children with allergies. Children 
at any age react to test substances more readily and with 
weaker extracts than do adults. It should be recalled that 
the onset of asthma occurs more commonly between 1! 
and 2 years of age than at any other age of childhood. 
At this age, inhalant sensitization is superimposed on 
food sensitization. Thus, tests at this time reveal positive 
reactions to food and inhalant allergens. Asthma com- 
mencing during the first year of life is usually due to food 
sensitization, and tests may reveal the causal food aller- 
gens; however, if respiratory infections are the initiating 
and dominant factor of asthma, then few or no positive 
reactions to allergens may be obtained. If eczema devel- 
ops during infancy and persists to 2 or 3 years of age, 
and tests are then performed, the likelihood of revealing 
positive reactions to inhalant allergens and negative re- 
actions to foods is great. In this instance the inhalant 
allergens are potential factors in respiratory allergy, and 
the negative food reactions usually indicate acquired tol- 
erance to the causes of eczema during infancy. The 
incidence of a positive skin reaction to food allergens 
becomes progressively lower with advancing years, and 
after 50 years of age relatively few patients react pos- 
itively, although more are clinically sensitive. However, 
a larger number of such patients react to inhalant aller- 
gens, especially pollens, though less so than younger 
adults. In any event, positive skin tests should be care- 
fully evaluated clinically. 

Size of the Test Reaction.—The size or intensity of 
the skin reaction to an allergen does not determine its 
importance in the etiology nor does it indicate the degree 
of general (systemic) sensitivity present. I have repeat- 
edly observed patients with 1-++ or plus-minus reactions 
(scratch technique) who have improved or been entirely 
relieved of their symptoms when one or all of the aller- 
gens were seriously considered as causal factors. 

Fate of Test Reaction.—Positive allergic skin test re- 
actions undergo fluctuation, and many of them eventually 
and spontaneously become permanently negative. A pos- 
itive reactor to a food allergen tested during infancy and 
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early childhood will, in the majority of instances and re- 
gardless of conditions, become negative to skin testing 
before adolescence. If the food is removed from the diet 
the positive skin reaction may not be demonstrated six 
months later. The exception is the positive reaction to a 
whole botanical food group, especially fish, which re- 
mains positive for many years and even for life. The 
disappearance of a positive skin reaction to a food does 
not necessarily indicate clinical tolerance to that food. 
Also clinical tolerance to a food can be established for 
some time before the skin reaction is abolished. Fre- 
quently a patient will be unable to tolerate a food to 
which he is sensitive while exposed to the inhalants to 
which he is allergic. On removal of the inhalants the 
same food may be readily tolerated, or vice versa. 
Patients with multiple food sensitization may fairly 
frequently ingest one or several foods to which he is 
sensitive in moderate amounts without having symptoms, 
but under similar conditions, with unusually large quanti- 
ties of these foods, symptoms may develop. This ob- 
servation suggests that the sum of several mild food 
sensitizations can cross the threshold of maximum toler- 
ance and induce symptoms. From a clinical point of view 
dietetic treatment of such patients in indicated. Certain 
foods or food groups cause eczema, urticaria, angio- 
edema, or asthma in the same patient. About one-half 
of the egg and fish sensitizations encountered in children 
with asthma were responsible for only cutaneous and 
digestive manifestations of allergy. In other cases, it was 
found that ingestion of various foods was responsible for 
intestinal cramp or for a persistent cough.** Positive skin 
reactions to inhalant allergens, especially to the more 
potent substances like pollens, danders, all types of seeds, 
and house dust, seldom become negative spontaneously. 


Drugs and the Test Reaction.—The routine use of 
epinephrine hydrochloride or ephedrine-like drugs or 
any of the antihistaminic drugs (orally, by inhalation or 
aerosol, intravenously, subcutaneously, or rectally) may 
cause a slight reduction in the size of a positive skin re- 
action and may cause borderline positive scratch reaction 
(classified as plus-minus) to become negative, but in the 
case of pollen allergens and other potent test substances 
positive skin reactions have always been demonstrated. 
Cortisone and corticotropin (ACTH) have no influence 
on the test reaction. The presence of ketosis over a period 
of months does not influence the skin reaction."* From a 
practical point of view there is no need for concern about 
the effect of drugs on the skin test for allergy. The local 
anesthesia resulting from the injection of the antihista- 
minic drug into the skin does block the whealing reaction, 
but such a phenomenon is not comparable to the effect 
of the drug introduced into the body of the patient by the 
usual routes. A person who shows a delayed positive 
skin reaction to bacterial toxins and fungus and positive 
patch or contact skin reactions will usually always do so 
under any circumstances except possibly during mori- 
bund states and extreme states of starvation. 

Hyposensitization Treatment and Test Reaction.— 
The influence of specific hyposensitization treatment on 
the positive skin reaction, particularly with potent in- 
halant allergens like pollen, is of interest. Naturally 
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acquired tolerance to pollens is relatively uncommon. 
The specific hyposensitization treatment against the 
causal pollen during a period of years may result in the 
complete eradication of the positive skin reaction to 
the exciting pollen. This definitely does not imply that 
the patient is cured of pollinosis.‘* The skin refractori- 
ness to pollen may disappear, and a positive skin reaction 
may again be elicited. Such a reversion depends on the 
interval between the cessation of pollen treatment and 
retest. The longer the interval the more likely that a re- 
version to a positive reaction will occur. 


The diagnosis of allergy due to pollen and other inhal- 
ants in the presence of negative skin tests is relatively 
simple and of extreme practical importance. The history 
of recurrent symptoms of seasonal pollinosis is the most 
important criterion for making the diagnosis of pollen 
intolerance. The dry pollen eye test is used to confirm 
the diagnosis. The incidence of cutaneous refractory sen- 
sitivity, i. e., test negative to the scratch and intradermal 
techniques, is about 15%. The diagnosis of refractory 
sensitivity to inhalants other than pollen is not made as 
readily as it is with pollen skin refractory sensitivity. Clin- 
ical symptoms of intolerance after exposure to dust, molds, 
orris, and various danders is the final criterion of sensiti- 
zation. The incidence of such sensitivity is not as readily 
determined as it is in the case of pollen, for obvious rea- 
sons; however, the impression gained is that the incidence 
of such sensitivity is high. Patients in the skin refractory 
category who are treated with pollen or other inhalant 
extracts, with the average doses at the upper limit usually 
used for the patients reacting positively to skin test in- 
variably fail to be relieved of their symptoms. The need 
for larger doses of specific allergenic extracts for protec- 
tion in the skin refractory group of cases must be empha- 
sized,?* 

SERIAL DILUTION TESTS 

Many advocates of serial dilution skin testing early 
propounded the idea that these tests determined not only 
the degree of local skin sensitization but also general 
(systemic or immunologic) sensitization. The practice 
and principle of serial dilutions of skin testing are now 
empirically taught and accepted by an impressive number 
of physicians and allergists as scientifically established 
facts. Vander Veer and associates ** stated’ that the serial 
dilution method of skin testing of patients with pollinosis 
is 50% unreliable as a guide to an optimal protection 
dose in the treatment of pollinosis. Yet this method of 
determining local skin and systemic sensitization is con- 
tinually used as a “rough guide” in the treatment of pa- 
tients with pollinosis and in those who receive injections 
of extracts other than pollen. Such tests have not been 
shown to rest on fundamental and scientific evidence and 
serve only to add confusion and false assurance. In any 
event, the way of knowing when the patient is sufficiently 
hyposensitized depends on the clinical experience with 
treatment of the patient in his particular environment. 


SUMMARY 


A positive skin reaction to an allergen reveals a person 
with allergies (“positive reactor”), who may or may not 
have active, clinical, allergic symptoms. Such a person 
may have causal or noncausal sensitization. In the latter 
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instance, sensitization may be either a past or a potential 
factor of allergy. A person with a negative reaction with 
active clinical symptoms from the corresponding allergen 
is called a “negative reactor.” Sensitizations are usually 
multiple and are more frequently encountered in children 
than in adults. Food sensitization with any method of 
testing is discovered more satisfactorily in children than 
in adults. Often the offending food has to be determined 
by test diet when the skin tests are negative. The size or 
intensity of a positive reaction to an allergen does not 
determine its importance in the etiology nor does it indi- 
cate the degree of general (systemic) sensitivity present. 
Because no form of test procedure can cover all possi- 
bilities, all available methods of testing should be used 
with due regard for the safety of the patient in the search 
for causal allergens; however, for the general practi- 
tioner, who should use only one method of testing, espe- 
cially in children, the method of choice is the scratch test. 


All forms of testing are best regarded as furnishing 
confirmatory rather than final evidence; to fix the respon- 
sibility requires a selected series of skin tests and other 
tests accurately performed and properly interpreted, to- 
gether with a thorough history, physical examination, 
and a careful study of the case extending over varying 
periods of time. Nonreactors who have been treated with 
pollen or other inhalant extracts, with the average doses 
at the upper limit usually used for the positive skin react- 
ing patients, will invariably fail to be relieved of their 
symptoms. The need for larger doses of specific allergenic 
extracts is the final goal of treatment for protection in 
the skin refractory group of cases. With the recognition 
of the pitfalls of allergy testing it is at times possible to 
take appropriate steps to avoid or minimize their occur- 
rence and thereby protect the patient. 
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Hypertension.—Hypertension is a chronic condition and it is 
important to be on a secure therapeutic basis before commenc- 
ing treatment. It must always be questioned whether the treat- 
ment to be given is likely to do good, and if so, whether this 
good will exceed the harm likely to ensue. Until some simple, 
safe, reliable and innocuous method of lowering arterial pres- 
sure is found, it must be realized that the improvement that can 
be bestowed upon the mild hypertensive is limited. In many 
mild cases of hypertension, the wisest course is to say nothing 
to the patients of their hypertension; if they are already aware 
of it, reassurance is probably all that is required; a reassurance 
based on the knowledge that most persons show pressures that 
rise with age and that many hypertensive subjects live to a good 
age in health. It is in this type of patient that a more realistic 
approach is needed. To often are they given sedatives and told 
to restrict their activities, thus being impregnated with the germ 
of invalidism. If such treatment and advice were known to be 
of benefit, there would remain the question of whether the 
benefit exceeds the harm caused. It is probable that in many 
cases the phenobarbitone merely depresses, and that the in- 
activity only demoralizes. The lowering of pressure which may 
result is of little prognostic importance and indeed the game 
is scarcely worth the candle.—G. S. C. Sowry, M.D., The Treat- 
ment of Hypertension, Postgraduate Medical Journal, Novem- 
ber, 1954. 
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ROLE OF THE STATE HOSPITAL IN 
PSYCHIATRIC RESIDENCY TRAINING 


GUEST EDITORIAL 


Winfred Overholser, M.D., Sc.D. 


With the growing public interest in the problems of 
psychiatric care and the apparently increasing willingness 
of the public to support psychiatry, increasing attention 
needs to be given to the prevailing scarcity of psychiatrists 
both in institutions and in the community. At the same 
time the growth in importance of the specialty boards has 
served to focus increased attention on the need for ade- 
quate training of specialists. It is the purpose of this edi- 
torial to invite attention to an important and somewhat 
neglected source of training in the field of psychiatry, 
namely, the state mental hospital. 


With the spread of psychiatry into the community and 
its growing contact with the field of general medicine, 
there has been a marked upsurge in the development of 
outpatient clinics, university hospitals, psychiatric wards 
in general hospitals, and child guidance clinics, which 
has tended to obscure the fact that the state mental hos- 
pital provides a huge reservoir of clinical material that is 
extremely valuable, if properly utilized, for the training of 
young psychiatrists. Formerly the public mental hospital 
was practically the only place in which psychiatrists were 
trained or at least in which they learned basic psychiatry. 
Indeed, it is the opinion of many that even today it is in 
the state hospital that basic psychiatry is to be learned. 
Here the acute case may be observed and may be fol- 
lowed throughout its course and studied in its longitudinal 
section and evolution. Opportunities are provided for 
the observation of patients of both sexes, old and young, 
who are suffering from organic psychoses as well as from 
the various so-called functional psychoses, acute and 
chronic. Just as we require that the physician take a pre- 
scribed course in medical school and before specializing 
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that he will have taken an internship, preferably general, 
so before engaging in one of the subspecialties of psy- 
chiatry it is highly desirable, if not indeed essential, that 
the student have had at least one year of training and ex- 
perience in a large mental hospital with a varied patient 
population, unselected as to prognosis, type of illness, 
or economic status. An opportunity needs to be given to 
do individual work with patients, but at the same time 
the resident can learn much from the observation, more 
or less generally, of large numbers of patients. Whether 
the psychiatrist ultimately practices psychoanalysis, child 
guidance work, general psychiatry, or some other psy- 
chiatric subspecialty, he will have a background that 
will stand him in good stead and that will give him a point 
of view far different from what it would be if he had en- 
gaged in subspecialization prematurely. In these days of 
rapid development of various psychiatric techniques of 
treatment, a basically eclectic approach, such as is best 
obtained in the state hospital, furnishes the soundest 
foundation. 


Many estimates have been offered as to the degree of 
scarcity of trained psychiatrists. Probably the best docu- 
mented estimate of this sort is to be found in the report 
on Mental Health in the Southern States, which was 
submitted to the Southern Governors’ Conference in 
November, 1954. The figures quoted were derived from 
a close study of the situation and needs in the 16 southern 
states. The study indicated that 795 psychiatrists were 
employed by the various agencies of those states, with 
an additional 257 budgeted positions. The hospital need 
was estimated as 2,049, whereas, during the three years 
1954, 1955, and 1956, it is expected that only 272 resi- 
dents will be graduated! Whether or not one agrees with 
the validity of the figures, there is certainly ample evi- 
dence that there is a large unfilled need of trained psychi- 
atrists. Similar needs are experienced in the related dis- 
ciplines, especially those of clinical psychology, psychi- 
atric social work, and nursing. 

One can hardly complain that the number of residen- 
cies offered is hopelessly inadequate. At present, for 
example, according to the Internship and Residency 
Number of THE JOURNAL,’ there are 260 approved pro- 
grams in psychiatric residency training, 85 of which are 
in state mental hospitals. In addition there are 54 resi- 
dency training programs in federal institutions, such as 
Army, Navy, and Veterans Administration hospitals. 
Only one of these federal institutions, namely, St. Eliza- 
beths Hospital, has a generalized admission rate from a 
community without limitation on military or other status, 
so for practical purposes there are 86 programs of the 
state hospital type. Of the state hospitals 21 have pro- 
grams approved for a three year training. The same is true 
of 32 veterans’ hospitals, 3 Army, 1 Navy, 1 Public 
Health Service, and St. Elizabeths Hospital. As of Janu- 
ary 1, 1954, of all residency positions available, that is, 
2,482, only 1,632, or 70%, are filled. At the same time, 
although 649 first-year appointments were made, there 
were 336 such positions for which no appointments could 
be made. This tends to suggest, if anything, a falling off 
in recruitment, since 40% of all of the vacancies were in 





ve 


the 
ha 
dit 


thi 
re: 
un 





1955 


eral, 
psy- 
that 
1 ex- 
tient 
ness, 
n to 
time 
nore 
ther 
hild 
psy- 
that 
oint 
en- 
s of 
s of 
best 
dest 


e of 
ycu- 
ort 
was 
- in 


en- 
for 
icy 
ro- 
are 
*Si- 


als. 


the 


Vol. 157, No. 10 


the first-year appointments. Of the 29 specialties, only 9 
had a lower percentage in the filling of vacancies than 
did psychiatry. The intention of this editorial is not to 
urge more residency positions but rather to emphasize 
the importance of developing the existing psychiatric 
residencies, of which those in state hospitals are often 
unfilled. : 

The effect of shortages of psychiatrists, both in the hos- 
pital and in the community, needs hardly to be labored 
in any medical periodical. Such shortages have resulted 
in the giving of only minimal psychiatric treatment to 
many thousands of hospitalized patients, and the greater 
economic returns from private practice serve only to 
make this situation more acute. In clinic activities and in 
private practice, moreover, there are still serious short- 
ages, so that many ambulatory patients are unable to ob- 
tain adequate treatment and very few psychiatrists in- 
deed are available for needed research. 

Not only the various states are now showing an in- 
creased interest in training and in research but the federal 
government has recently taken a hand in this matter. 
Through the National Institute of Mental Health various 
training grants and grants for research along various 
lines have been made. At present the Department of 
Health, Education, and Welfare, through its Public 
Health Service, is taking a particularly active interest in 
aiding the states to develop their mental hospitals. For 
this reason it is perhaps not entirely amiss to mention 
the only federal institution that may be said to have a 
generalized function similar to that of the state hospital, 
namely, St. Elizabeths Hospital in Washington, D. C. 
This institution celebrates in 1955 the hundredth anni- 
versary of its founding. From the very start it has been 
active in training along the lines prevailing at the various 
epochs of its history and may truly be said to represent 
a century’s experience in training physicians, nurses, and 
other groups. Many physicians who have subsequently 
become eminent in the field of psychiatry have received 
their preliminary training at this institution, and this has 
been the case for many years. As one of the larger mental 
hospitals in the United States, situated in a major city, 
it has accumulated a very substantial variety of clinical 
material, both psychiatric and neurological. It has had the 
unique distinction of being the only public mental hos- 
pital that is approved for rotating internship training. In 
addition to residency training in psychiatry and surgery, 
it provides field training for clinical psychologists and 
social workers, affiliate training for student nurses, and 
training for practical nurses. It has become, also, an im- 
portant center for the training of institutional chaplains. 


In these various functions St. Elizabeths Hospital is 
typical of what can be done in any state mental hospital, 
provided there is an adequate staff of physicians and re- 
lated personnel and a program designed not only to obtain 
the services of residents but to give them an orderly train- 
ing in the basic principles of clinical psychiatry. The ad- 
vantages of such a program in stimulating better stand- 
ards of care for the patients need hardly be argued. The 
program thus serves to establish a beneficial circle: better 
instruction of residents, better care of patients, more 
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attractive opportunities for professional work by the staff, 
and to the residents greater attractiveness of hospital 
work as a career. 

Physicians—psychiatrists and nonpsychiatrists alike 
—have an obligation to the profession and their fellow 
citizens to aid such public mental hospitals as may be 
found in their vicinity to supplement the efforts of the 
staffs of those hospitals in developing their training facil- 
ities. If the state hospitals are found wanting in the ful- 
fillment of their professional training function, the med- 
ical profession—of which the members of the staff of the 
state hospitals are a part—should rightfully share in 
some measure the responsibility for that delinquency. 


DIAGNOSTIC VALUE OF SKIN TESTING 


Appreciation of many a valuable diagnostic procedure 
may be lost through its injudicious use. As pointed out 
by Peshkin in this issue (page 820) skin testing with 
allergens is no exception. Skin tests with food allergens 
are of especially limited value. Matheson ‘ says emphati- 
cally that skin tests should not be done routinely without 
first obtaining a history and physical examination if for 
no other reason than to determine what allergens to use 
in making the tests. Skin tests are of diagnostic value only 
if interpreted in the light of the clinical findings. 

Even in a person with a known clinical sensitivity to 
an antigen the skin test may be negative. This sometimes 
leads the physician to conclude wrongly that the allergen 
is no longer potent or that the patient has nonreactive 
skin. Peshkin points out the need for standardization of 
antigens, as at present those produced by different labora- 
tories vary widely in potency when fresh. He also points 
out the disadvantages in using test solutions containing 
a group of related allergens. False positive tests due to 
contamination of a syringe or a test solution with an 
allergen other than that being tested are probably more 
frequent than is generally realized. 

Opinion is still divided as to whether allergic skin 
reactions change. Matheson concluded that positive skin 
tests to inhalants rarely become negative but that posi- 
tive tests to foods may become negative with avoidance 
of the food causing the allergy. Studying the same prob- 
lem, Tuft and Heck* found that a patient may acquire 
new sensitizations to foods, especially to foods he com- 
monly eats. They also found that there is some decrease 
in general cutaneous reactivity in patients over 50 years 
of age. It may be concluded that, because false negative 
and false positive skin reactions to all kinds of antigens 
are common, no plan of treatment should fail to consider 
the evidence of clinical sensitivity. By the same token, 
the clinical response is the only reliable guide to a pa- 
tient’s progress. Skin testing with food antigens espe- 
cially is of restricted value, and in children elimination 
of foods from the diet solely on the basis of skin tests 
may seriously interfere with nutrition and at the same 
time not help the allergy. 





1. Matheson, A.: Skin Tests and Their Value in Pediatric Allergy, 
Pediat. Clin. North America 1: 929-942 (Nov.) 1954. 

2. Tuft, L., and Heck, V. M.: Studies in Sensitization as Applied to 
Skin Test Reactions: I. Do Skin Test Reactions Change? J. Allergy 25: 
340-353 (July) 1954. 
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ORGANIZATION SECTION 


FEDERAL MEDICAL LEGISLATION 
(Second Installment) 


Military Commissions for Osteopaths 


Senator Smith (R., Maine), in S. 248, and Congressman Short 
(R., Mo.), in H. R. 483, would authorize the appointment of 
doctors of osteopathy as officers in the Medical Corps of the 
Army and the Navy. Such osteopaths “must be a graduate of 
a college of osteopathy whose graduates are eligible for licensure 
to practice medicine or surgery in a majority of the States, and 
be licensed to practice medicine, surgery, or osteopathy in one 
of the States or Territories of the United States or in the District 
of Columbia.” The present Defense Department policy is that 
osteopaths may not be commissioned because of provisions in 
the 1947 Military Officers Procurement Act. These bills were 
referred to the respective armed services committees. 


Narcotics 

Senators Payne (R., Maine), Barrett (R., Wyo.), Beall (R., 
Md.), Bible (D., Nev.), Bricker (R., Ohio), Bridges (R., N. H.), 
Bush (R., Conn.), Butler (R., Md.), Capehart (R., Ind.), Carlson 
(R., Kans.), Chavez (D., N. Mex.), Cotton (R., N. H.), Dirksen 
(R., Ill.), Douglas (D., Ill.), Duff (R., Pa.), Eastland (D., Miss.), 
Flanders (R., Vt.), Hickenlooper (R., Iowa), Ives (R., N. Y.), 
Jenner (R., Ind.), Knowland (R., Calif.), Kuchel (R., Calif.), 
Langer (R., N. D.), Lehman (D., N. Y.), Malone (R., Nev.), 
Mansfield (D., Mont.), Martin (R., Pa.), McClellan (D., Ark.), 
Morse (Independent, Ore.), Murray (D., Mont.), Neely (D., 
W. Va.), Pastore (D., R. 1.), Potter (R., Mich.), Purtell (R., 
Conn.), Robertson (D., Va.), Saltonstall (R., Mass.), Scott (D., 
N. C.), Smith (R., Maine), Sparkman (D., Ala.), Walker (R., 
Idaho), Williams (R., Del.), Young (R., N. D.), Kefauver 
(D., Tenn.), McCarthy (R., Wis.), Daniel (D., Texas), have intro- 
duced in S. J. Res. 19 a measure that would: (1) reorganize the 
Bureau of Narcotics and transfer all its functions from the 
Treasury Department to the Justice Department, (2) increase 
penalties for repeated narcotic violators and for sales to minors, 
(3) authorize expansion of treatment facilities, and (4) intensify 
and extend research activities. 


A new division of narcotics clinics would be established in 
the Public Health Service, and the usual civil service require- 
ments would be suspended in its staffing. This division would: 
(1) establish and maintain hospitals, farms, and other institutions 
for the care and rehabilitation of addicts; (2) assist states as well 
as private agencies to establish facilities for addicts; (3) train 
and educate personnel for state and private institutions; (4) pro- 
vide useful employment for former alcoholics and narcotic 
addicts and assist states in similar services; and (5) promote and 
encourage organizations and welfare workers in the field of drug 
addiction. Such patients would be discharged when the Surgeon 
General determines the cure to have been effected or when the 
state requests the discharge. Addicts could volunteer to be hos- 
pitalized but would have to agree to remain until, in the judg- 
ment of the Surgeon General, the cure had been accomplished, 
This bill was referred to the Finance Committee. 


In the House, a number of identical bills have been introduced: 
H. J. Res. 141 by Wilson (R., Calif.), H. J. Res. 149 by Hosmer 
(R., Calif.), and H. J. Res. 155 by Utt (R., Calif.). These bills 
were referred to the Ways and Means Committee. Congressman 
King (D., Calif.), in H. R. 818, empowers the Commissioner of 
Narcotics “to summon any person to produce books, papers, 
and records, and to compel compliance with such summons” 
while investigating other violations. This bill was referred to the 
Ways and Means Committee. 





Prepared by the Washington Office of the American Medical Associ- 
ation. 


Automobile Safety Belts 


Senator Barrett (R., Wyo.), in S. 310, would provide “that it 
shall be unlawful for any person to introduce or deliver for 
introduction into interstate commerce or operate in interstate 
commerce any passenger automobile manufactured after six 
months from the date of enactment of this Act unless such auto- 
mobile is equipped with a safety belt or belts or other device 
with which to secure the passengers of such automobile to their 
seats.” This bill was referred to the Judiciary Committee. 


Free Hospital, Surgical, Dental Treatment, and 
Hospitalization for Merchant Seamen 


Senator Smith (R., Maine), in S. 255, proposes to authorize 
free medical, surgical, and dental treatment, and hospitalization 
in Public Health Service hospitals for merchant seamen who 
have served for “not less than thirty years.” This bill was 
referred to the Labor and Public Welfare Committee. 


Medical Care for Coast Guardsmen and Dependents 


Senator Bible (S., Nev.) has introduced a measure, S. 453, 
that provides that “commissioned officers, chief warrant officers, 
warrant officers, cadets, and enlisted personnel of the Regular 
Coast Guard, including those on shore duty and those on de- 
tached duty, whether on active duty or retired, and Regular 
and temporary members of the United States Coast Guard 
Reserve when on active duty or when retired for disability, shall 
be eligible for hospitalization and to receive medical, surgical, 
and dental treatment at hospitals and other medical facilities of 
the Armed Forces in the same manner, to the same extent, and 
under the same conditions as personnel of like class of such 
Armed Forces receive such hospitalization and treatment.” 
Dependents of members of the Coast Guard “shall be eligible 
for hospitalization and to receive medical, surgical, and dental 
treatment at hospitals and other medical facilities of the Armed 
Forces in the same manner, to the same extent, and under the 
same conditions as dependents of personnel of such Armed 
Forces of like class are entitled by law or regulation to receive 
such hospitalization or treatment.” This bill was referred to the 
Interstate and Foreign Commerce Committee. 


STANDARD NOMENCLATURE INSTITUTE 


The first Standard Nomenclature of Diseases and Operations 
institute was conducted by the American Medical Association 
at headquarters, Feb. 7, 8, and 9. There were no restrictions on 
who could attend, the only requirement being the applicant must 
use or be interested in installing Standard Nomenclature. Appli- 
cants registered from clinics, doctors’ offices, convalescent homes, 
and from general, governmental, cardiac, public health, mental, 
osteopathic, and tuberculosis hospitals, ranging from 12 to 3,300 
beds. One hundred fifty applications were accepted, and it was 
necessary to reject about 300 due to inadequate teaching facili- 
ties. Thirteen states were represented at the institute. 

Lectures consisted of 12 hours of theory relative to Standard 
Nomenclature and 12 hours of anatomy, physiology, and pathol- 
ogy, with special reference to Standard Nomenclature systems. 
Approximately four hours of coding practice was given on two 
evenings. Lectures were conducted by Dr. Edward T. Thomp- 
son, chief, program operations, Division of Hospital Facilities, 
United States Public Health Service, Washington, D. C., and 
Adaline C. Hayden, C. R. L., associate editor, Standard Nomen- 
clature of Diseases and Operations. Practice periods in coding 
were taught by Doris Gleason, C. R. L., executive director, 
American Association of Medical Record Librarians; Marjorie 
Quandt, R. R. L., director of education, American Association 
of Medical Record Librarians; Elizabeth Price, R. R. L., di- 
rector, School for Medical Record Librarians, Grant Hospital, 
Chicago; Carol McHenry, C. R. L., chief, medical record de- 
partment, Lutheran Hospital, Cleveland; and Stephen Henkin, 
C. R. L., chief, medical record unit, Health Insurance Plan, 
New York. 
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MEDICAL NEWS 


ALABAMA 

Conference on Medical-Ministerial Counseling —The Birming- 
ham Baptist Hospital will sponsor a pioneering conference on 
the joint problems of medical-ministerial counseling March 7 
in the Liberty National Life Insurance Company auditorium. 
The purpose of the conference is “to bring together representa- 
tives of medicine and the ministry to promote understanding 
and cooperation in the common task of ministering to people.” 
Principal speakers for the session will be Rev. Richard K. Young, 
Winston-Salem, N. C., chaplain of the Baptist Hospital and 
director of the department of pastoral care of the Bowman 
Gray School of Medicine at Wake Forest College, and Rev. 
Wayne E. Oates, professor of psychology of religion at the 
South Baptist Theological Seminary, Louisville, Ky. 


CALIFORNIA 

Surgical Meeting in Bakersfield—The California Surgical 
Division regional meeting, International College of Surgeons, 
will be held at Bakersfield Inn, March 10-11. A cordial invita- 
tion has been extended to all interested members of the medical 
and allied professions. The registration fee ($20) also includes 
the cocktail hour, dinner, and the daily luncheons, at which 
there will be a guest speaker. Thursday morning a panel dis- 
cussion on gastrointestinal bleeding (Dr. Lester J. Johnson, San 
Jose, moderator) will be followed by luncheon at which the 
guest speaker will be Dr. Walter E. MacPherson, Los Angeles, 
president and dean of the College of Medical Evangelists, Loma 
Linda. Cocktails will precede the 7 o’clock dinner at which Dr. 
Lyon H. Appleby, Vancouver, B. C., president, Canadian section, 
International College of Surgeons, will have as his subject “The 
Ubiquitous Trail of the Serpent.” Among the speakers on Friday 
morning will be Dr. Charles J. Barone, Pittsburgh, who will 
consider “Premature Placental Separation.” A panel discussion 
on biliary diseases (Dr. Donald E. Ross, Los Angeles, moderator) 
will precede noon luncheon, which will be addressed by Paul C. 
Elliott, Los Angeles, president of the California State Hospital 
Association. The sessions will conclude at 4:20 p. m. with 
presentation of a motion picture, “Anal, Rectal and Sigmoid- 
oscopic Examinations with Differential Diagnoses,” by Dr. 
Malcolm R. Hill, Los Angeles. 


CONNECTICUT 

Dr. Fulton Honored by Cuba.—The Ministry of Health of the 
Republic of Cuba has conferred the Order of Merit Carlos J. 
Finlay in the grade “de Oficial” on Dr. John F. Fulton, Sterling 
Professor of the History of Medicine, Yale University School 
of Medicine, New Haven. 


Oral Cancer Institute—Under the joint sponsorship of the 
Connecticut State Dental Association; Connecticut division, 
American Cancer Society; Connecticut State Department of 
Health; and the Grace-New Haven Community Hospital, an 
oral cancer institute will be presented March 9 from 8:45 a. m. 
to 5 p. m. in Fitkin Amphitheater, Grace-New Haven Com- 
munity Hospital (789 Howard Ave., New Haven). The address 
of welcome by Wilbur D. Johnston, D.D.S., M.D., assistant 
professor of dental surgery, Yale University, and chief, dental 
service, Grace-New Haven Hospital, general service, will be 
followed by the morning program: 

Public Health Aspects of Cancer, Matthew H. Griswold, Hartford. 

Cancer of Head and Neck (Extra-Oral), Max Taffel, New Haven. 

Malignant Oral Tumors (film in color and sound). 


The Dentists’ Responsibility in Diagnosis and Treatment of Cancer, 
Paul E. Boyle, D.M.D., Philadelphia. 





Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


The afternoon session will open with “Man Alive,” a film in 
color and with sound, after which the following presentations 
will be made: 
Oral Malignancy as It Concerns the Dentist, S. Gordon Castigliano, 
Philadelphia. 
Clinical Presentation of Patients, Donald P. Shedd, New Haven. 
Maxillo-Facial Prostheses Following Cancer Surgery of the Head and 
Neck, Andrew J. Ackerman, D.D.S., New York. 
The program will end with a round-table discussion moderated 
by Dr. Johnston. 


DISTRICT OF COLUMBIA 
Kellogg Lectures.—The 1955 series of Kellogg Lectures, offered 
as a part of the postgraduate program of the George Washington 
University School of Medicine, Washington, D. C., will be pre- 
sented as follows in Hall A of the school of medicine, 1335 
H St., N. W., beginning at 8:30 p. m.: 
March 7, Childbearing Function and Pelvic Tumors, John I. Brewer, 
Northwestern University Medical School, Chicago. 
March 14, Physiologic Problems in Gastric Surgery, Robert M. Zollinger, 
Ohio State University College of Medicine, Columbus. 
March 21, Current Status of the Problem of Chronic Pulmonary Emphy- 
sema, George W. Wright, St. Luke’s Hospital, Cleveland. 
March 28, Vascular Complications of Diabetes, Henry T. Ricketts, 
University of Chicago School of Medicine. 
These lectures are planned primarily for physicians and medical 
students of the Washington area, all of whom are invited to 
attend. 


GEORGIA 

Meeting on Ophthalmology and Otolaryngology.—The Georgia 
Society of Ophthalmology and Otolaryngology will meet at the 
General Oglethorpe Hotel, Savannah, March 11-12. Speakers 
will be: Drs. Francis H. Adler, Philadelphia; Julius W. McCall, 
Cleveland; Jerome A. Hilger, St. Paul; Walter H. Fink, Minne- 
apolis; James H. Allen, New Orleans; and Percy E. Ireland, 
Toronto, Canada. Information may be obtained from Dr. Alton 
V. Hallum, 490 Peachtree St. N. E., Atlanta. 


ILLINOIS 

Hospital News.—Dr. George H. Irwin, Chicago, was recently 
elected president of the medical staff of St. Francis Hospital, 
Evanston; Dr. Maurice W. Sbertoli, Chicago, was elected vice- 
president and Dr. William L. Waner, Skokie, secretary-treasurer. 


Postgraduate Conferences.—The postgraduate education com- 
mittee of the Illinois State Medical Society, in cooperation with 
the staff of the Veterans Administration Hospital, Hines, pre- 
sented a postgraduate conference at Kankakee March 3. The 
program included: 
Abnormal Hemoglobins and Their Clinical Significance, Paul S. Reeder. 
Treatment of Spontaneous Pneumothorax, Joseph A. Powers. 
Reiter’s Syndrome and Allied Conditions, Donald T. Foxworthy. 
Treatment of Urological Emergencies, Frederick A. Lloyd. 
Management of Hypertension, Edward O. Willoughby. 
Treatment of Lymphomas and Leukemias, Ervin Kaplan. 
Differential Diagnosis and Treatment of Ulcerative Colitis, Bernard D. 
Edidin. 
The evening speaker, Dr. William J. Gillesby, discussed “Sur- 
gical Lesions of the Pancreas,” and Dr. Edwin S. Hamilton, 


Kankakee, spoke on medical organization. 


Chicago 

Meeting on Medical History.—An open meeting of the Society 
of Medical History of Chicago will be held at the Institute of 
Medicine (Fourth Floor, 86 E. Randolph St.) March 8, 8 p. m. 
After presentation of “Evolution of Cesarean Section” by Dr. 
Alfred J. Kobak, associate clinical professor of obstetrics and 
gynecology, University of Illinois College of Medicine, Dr. 
Adolph Rostenberg Jr., professor of dermatology, University 
of Illinois College of Medicine, will discuss “The Development 
of Knowledge Concerning Poison Ivy” and Dr. B. Barker 
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Beeson, professor emeritus of dermatology and syphilology, 
Stritch School of Medicine of Loyola University, will speak on 
Joseph Souberbielle, surgeon and revolutionist. 


LOUISIANA 


Graduate Medical Assembly.—The 18th annual meeting of the 
New Orleans Graduate Medical Assembly will be held at the 
Municipal Auditorium March 7-10. Guest speakers and their 
first presentations include: 
B. Marden Black, Rochester, Minn., Treatment of Carcinoma of the 
Colon. 
William Boyd, Toronto, Canada, Hepatitis and Cirrhosis. 
Marcus R. Caro, Chicago, Diagnosis and Treatment of Eczematous 
Eruptions of the Hands. 
Louis K. Diamond, Boston, Hemolytic Anemias in Children. 
F. Bruce Fralick, Ann Arbor, Mich., Emergency Repair of Ocular 
Lacerations. 
Leonard T. Furlow, St. Lovis, Management of Acute Head Injuries. 
George J. Garceau, Indianapolis, Low Back Pain and the Sciatic 
Syndrome. 
Tinsley R. Harrison, Birmingham, Ala., Nonanginal Exertional Chest 
Pain. 
Jerome A. Hilger, St. Paul, Common Problems in Facial Injury. 
Hugh J. Jewett, Baltimore, Carcinoma of the Bladder: Potential Cura- 
bility and Control. 
H. Dabney Kerr, lowa City, Irradiation of Nonmalignant Conditions. 
Joseph B. Kirsner, Chicago, Liver Function Tests: Applications and 
Limitations. 
Thaddeus L. Montgomery, Philadelphia, Twenty Axioms of Obstetric 
Practice. 
Charles B. Puestow, Chicago, Persistence of Symptoms Following Biliary 
Tract Surgery. 
Robert A. Ross, Chapel Hill, N. C., Diagnosis of Lesions of the Vulva. 
Donald W. Seldin, Dallas, Texas, Physiologic and Pathologic Effects of 
Mercurial Diuretics in the Treatment of Congestive Heart Failure. 
William A. Sodeman, Columbia, Mo., Refractory Heart Failure. 
Donald H. Stubbs, Washington, D. C., Controlled Hypotension. 
A motion picture, “Nephrosis in Children,” by Dr. Robert E. 
Cooke, New Haven, Conn., and Dr. Leo L. Leveridge, Brook- 
lyn, will be shown Tuesday morning. A clinical pathological 
conference with lantern slides is scheduled for Tuesday at 8:30 
p. m. and a symposium, “Modification of Disease by Surgical 
Approach to the Endocrine System” (lantern slides), for Wednes- 
day at the same hour. The Thursday morning session will open 
with the showing of a motion picture, “The Transconjunctival 
Approach for Removal of Hemangioma of the Orbit,” by the 
University Hospital, department of ophthalmic surgery, Ann 


Arbor, Mich. 


MASSACHUSETTS 

Lecture on Poliomyelitis—The Alpha Theta chapter of the Phi 
Delta Epsilon fraternity at Tufts College Medical School, Boston, 
will hold its eighth annual lectureship March 10. Dr. John R. 
Paul, professor of preventive medicine, Yale University School 
of Medicine, New Haven, Conn., will discuss “Poliomyelitis, Its 
Past and Present History.” 


MICHIGAN 

Society News.—Dr. Irvine H. Page, Cleveland, will address the 
meeting of the Wayne County Medical Society, March 7. His 
lecture on medical management of hypertension at the audi- 
torium of the Wayne University College of Medicine, Detroit, at 
8:30 p. m., will be preceded by a subscription dinner at the 
David Whitney House. On March 8 at 8:15 p. m. the Henry 
Ford Hospital Medical Society will present in the hospital audi- 
torium a lecture on psychotherapy by Dr. Clarence B. Farrar, 
emeritus professor of psychiatry, University of Toronto Faculty 
of Medicine, Toronto, Canada. 





Clinical Institute in Detroit.—The Michigan Clinical Institute 
will be held at the Sheraton-Cadillac Hotel, Detroit, March 9-11 
under the chairmanship of Dr. Louis J. Hirschman, Traverse 
City. Daily closed circuit color telecasts (11 a. m. to 12:30 p. m.) 
will feature clinical discussions, demonstrations, and heart sur- 
gery, originating from Receiving Hospital. On Wednesday at 
4 p. m. the Michigan Cancer Coordinating Committee Lecture, 
“Scrutiny of Progress Against Cancer,” will be delivered by Dr. 
Frederick A. Coller, Ann Arbor, after which Dr. Alexander 
Brunschwig, New York, will present the Michigan Foundation 
for Medical and Health Education Lecture, “Surgical Treatment 
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of Cancer of the Cervix That Has Recurred After Radiation 
Therapy.” A testimonial luncheon honoring Dr. Coller and Dr. 
Bruns-_hwig will be held on Wednesday. The institute will in- 
clude the following presentations by out-of-state speakers: 


Dysfunction and Neoplasia Indicating Ovarian Surgery, Clyde L. 
Randall, Buffalo. 

Use of Plaster of Paris in Common Injuries, Thomas B. Quigley, 
Boston. 

Prevention of Accidental Trauma, George M. Wheatley, New York. 

Therapy for Repeated Abortion Patients, Carl T. Javert, New York. 

The Pharmaceutical Manufacturer and Physician—Partners in Progress, 
Theodore G. Klumpp, New York. 

Atherosclerosis, William Dock, Brcoklyn. 

The Stress Syndrome, Hans Selye, Montreal, Canada. 

Hypertension, Eugene B. Ferris, Atlanta, Ga. 

What’s New in Office Management, John R. Fowler, Barre, Mass. 

Interpersonal Relations in the Practice of Medicine, Leo H. Bartemeier, 
Baltimore. 

The Role of Cesarean Section Today, M. Edward Davis, Chicago. 

Treatment of Urinary Infections—The Effect of the Changing Flora in 
This Antibiotic Age, Grayson L. Carroll, St. Louis. 


MONTANA 

Interim Session.—The Montana Medical Association will hold 
its interim session in Helena, March 11-12. All scientific sessions 
will be at the Veterans Administration Center, Fort Harrison, 
where clinical demonstrations will be presented. The sessions 
will open Friday at 9 a. m. with presentation of a paper, “Urinary 
Tract Infections in Childhood.” A clinical pathological confer- 
ence is scheduled at 1:30 p. m. The annual reception and banquet 
will be at the Placer Hotel, 6:30 p. m. 


NEW YORK 

Society News.—At the meeting of the section on otorhino- 
laryngology, Medical Society of the County of Kings and 
Academy of Medicine of Brooklyn, March 9, 8:45 p. m., in 
the Kings County Medical Society Building, “Facial Nerve 
Paralysis,” as presented by Dr. Frank D. Lathrop, Boston, will 
cover nerve transplants, Bell’s palsy, and related phases. All 
members of the medical profession are invited. 


New York City 

Course on Office Proctology—In a course given in affiliation 
with Columbia University College of Physicians and Surgeons, 
Mount Sinai Hospital of New York will present “Office Proctol- 
egy for General Practitioners and Internists” by Dr. Robert 
Turell and others on the staff March 7-8 from 9 a. m. to 5 p. m. 
The fee is $30. This course is designed to acquaint the clinician 
with important proctologic conditions that lend themselves to 
office diagnosis and treatment. Application forms may be ob- 
tained from the Registrar for Postgraduate Medical Instruction, 
the Mount Sinai Hospital, 11 E. 100th St., New York 29. 


Course on Vascular Disease.—A course on diseases of the blood 
vessels and problems of thromboembolism will be given March 
14-18 at Cornell University Medical College and the New York 
Hospital (Amphitheater, B-011) under the auspices of the 
American College of Physicians and the direction of Dr. Irving 
S. Wright, with Dr. William T. Foley as associate director. 
Fee: A. C. P. members, $30; nonmembers, $60. The course 
“is especially directed to internists, cardiologists, and practition- 
ers of general medicine. . . . Emphasis will be placed on (a) 
informal presentations with audience participation, (b) patient 
presentation and case studies, wherever feasible, and (c) recent 
advances in treatment.” 


Society News.—At the regular monthly meeting of the Rudolf 
Virchow Medical Society March 7, 8:30 p. m., Dr. Isidore 
Snapper (by invitation) will present “Fever of Unknown Origin.” 
“Acute Nonsuppurative Thyroiditis” will be discussed by Dr. 
Karl F. Hoffmann. The Clinical Society of the New York 
Polyclinic Medical School and Hospital will hold its stated 
meeting March 7, 8:30 p. m., in the third floor main amphi- 
theatre, 345 W. 50th St. The paper of the evening, “Aspects of 
Lipid Metabolism” (lantern slide demonstration), will be pre- 
sented by Dr. John P. Peters, professor of medicine, Yale 
University School of Medicine, New Haven, Conn. Members 
of the medical professions are cordially invited The New 
York Heart Association, Inc., and the section on obstetrics and 
gynecology of the New York Academy of Medicine have 
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scheduled a panel session, “Management of Cardiovascular 
Problems in Pregnancy,” for March 8, 8:30 p. m., in Hosack 
Hall, New York Academy of Medicine Building, 2 E. 103rd St. 
Dr. Edwin P. Maynard Jr., State University of New York College 
of Medicine at New York City, Brooklyn, will serve as moderator 
for a panel consisting of Drs. Curtis L. Mendelson and Alvin 
J. B. Tillman, New York; Dr. James Metcalfe, Boston; and Dr. 
Joseph B. Vander Veer, Philadelphia. 


NORTH CAROLINA 

Cancer Symposium.—The fourth annual cancer symposium of 
the Forsythe County Medical Society will be held on the after- 
noon and evening of March 10 at the Robert E. Lee Hotel in 
Winston-Salem. The following speakers will participate in the 
program, which will deal with cancer of the digestive system: 
Dr. Arthur Purdy Stout, New York; Dr. Albert F. R. Andresen, 
Brooklyn; Dr. W. Edward Chamberlain, Philadelphia; and Dr. 
Claude E. Welch, Boston. 


Symposium on Atomic Energy.—“ Atomic Energy in Science” is 
the subject of the fourth Oak Ridge Regional Symposium, to 
be presented March 11-12 by the University of North Carolina, 
Chapel Hill; Duke University, Durham; and North Carolina 
State College, Raleigh, in cooperation with the Oak Ridge (Tenn.) 
National Laboratory and the Oak Ridge Institute of Nuclear 
Studies. Subjects for the Friday morning session (University of 
North Carolina) are the structure of the atom, the elements, and 
high-temperature chemistry. After luncheon at Chapel Hill, the 
session will be presented at Duke University, where a motion 
picture, “A Is for Atom,” will be shown, and the nuclear 
machines, chemical applications of isotopes, and genetics will 
be considered. Dinner, 6 p. m., will be followed by presentation 
of “Nuclear Energy in Nature” by William G. Pollard, Ph.D., 
Oak Ridge, Tenn. The Saturday morning session is scheduled 
for North Carolina State College, where the subjects will be 
“Medical Applications of Radioactive Materials”; “Instrumenta- 
tion”; and “Problems and Potentialities of Nuclear Power.” 
Saturday afternoon will be devoted to a tour of the NCSC re- 
actor in Raleigh, a tour of the Duke department of physics in 
Durham, and a planetarium showing of “Color in the Sky” at 
Chapel Hill. . 


OHIO 

The Rachford Lectures—The Benjamin Knox Rachford Lec- 
tures will be delivered in Cincinnati by Dr. Wolfgang W. Zuel- 
zer, Detroit, March 10-11, at 8:30 p. m. in the auditorium of 
the Children’s Hospital Research Foundation. 


Course in Cardiovascular Diseases ——Huron Road Hospital, East 
Cleveland, will inaugurate its annual postgraduate series in 
cardiovascular diseases, March 29-30, from 9 a. m. to 5 p. m., 
in the Masonic Auditorium, immediately adjacent to the hospital 
grounds. Luncheon will be served through the courtesy of the 
hospital on both days. The meetings will be terminated at a 
banquet in the Wade Park Manor at 8 p. m. Wednesday. Dr. 
Charles P. Bailey, professor of thoracic surgery at Hahnemann 
Medical College and Hospital of Philadelphia, will make the 
address after the banquet. Registration fee for the two day 
program, $15, is payable in advance to the Huron Road Hospital 
Staff Fund. Mail should be addressed to Staff Office, Huron Road 
Hospital, 13951 Terrace Rd., Cleveland 12. 


PENNSYLVANIA 

Dr. Chapman Honored.—Dr. Leroy E. Chapman, Warren, who 
has served in the Pennsylvania Senate since 1931, recently re- 
ceived the honorary degree of Doctor of Science at the midyear 
convocation of the University of Pennsylvania, Philadelphia. 
Dr. Chapman has been a public official since 1906, the year he 
started to practice medicine. After serving as president of the 
Warren Schoo! Board, he was elected burgess and later coroner 
of Warren County. As chairman of the Senate Appropriation 
Committee since 1941, he has been active in promoting public 
health legislation and state assistance to private medical and 
veterinary schools. 
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Philadelphia 

Pathologists Meet in Philadelphia——The annual meeting of the 
Middle Eastern Region of the College of American Pathologists 
will be cosponsored by the Philadelphia Pathology Society and 
the section on clinical pathology of the Philadelphia County 
Medical Society, March 10, in the medical society building (301 
21st St.). The morning session will be a demonstration workshop 
on clinical hemoglobinometry (registration fee, $2). The district 
attorney of Philadelphia County will be the guest speaker at 
the banquet. 


TEXAS 


University News.—The Texas section of the American Chemical 
Society will meet with the Texas section of the American In- 
stitute of Chemical Engineers at the University of Texas Medical 
Branch, Galveston, March 10, for a survey of the research 
facilities of the Medical Branch. At dinner Chauncey D. Leake, 
Ph.D., executive director of the Medical Branch, will discuss 
“The Development of Measurement.” 


HAWAII 


Tour to Japan.—The Hawaii Medical Association in cooperation 
with the Japanese Medical Association is sponsoring a United 
States-Hawaii medical convention tour to Japan that will leave 
Honolulu March 27 and return April 25. The tour will include 
the convention of the Japanese Medical Association at Kyoto 
and will cost $1,500 per person. The itinerary covers visits to 
Tokyo, Kamakura, Hakone, Atami, Nagoya, Futamiyagura, 
Nara, Kyoto, Osaka, Hiroshima, Miyajima, Nagasaki, Unzen, 
Kumamoto, Hakata, Fukuoka, and Nikko. Further information 
may be had from the Honolulu Travel Service, 1201 Fort St., 
Honolulu, or Dr. William J. Holmes, 1013 Bishop St., Honolulu. 


GENERAL 


Physical Medicine Examination Postponed—The American 
Board of Physical Medicine and Rehabilitation announces that 
its examination, originally scheduled for June 5-6 in Philadel- 
phia will be held instead June 10-12. The secretary of the board 
is Dr. Earl C. Elkins, 30 N. Michigan Ave., Chicago 2, 


Fellowship for Women.—Radcliffe College, Cambridge, Mass., 
announces its 11th annual Helen Putnam Fellowship for Ad- 
vanced Research. This is a postdoctoral resident fellowship for 
women and includes research facilities at Harvard University. 
The research may be in any field related to human genetics or 
mental health, including psychology, child development, and 
other areas of social science. The award carries a grant of 
$3,000 a year, with the possibility of renewal. Preference will 
be given to students whose research is already in progress. Appli- 
cations should be sent to the Secretary of the Graduate School, 
Radcliffe College, Cambridge 38, Mass., before April 1. 


Scholarships for Medical Librarians—The Medical Library 
Association announces two scholarships of $150 each, to be 
offered in the 1955 summer course on Bibliography of Bio- 
Medical and Physical Sciences at the University of Southern 
California School of Library Science. Similar scholarships were 
announced earlier at Columbia and Emory universities. Applica- 
tion should be made to the school at the time of application 
for enrolment. Application for admission should be made as far 
as possible before the date of opening of the session and suffi- 
ciently early in the year to permit the school to pass on creden- 
tials and forward applications for scholarship to the association. 
A transcript of academic records should be submitted to the 
school even if the applicant is not a candidate for a degree. 
April 1 is the association’s closing date for scholarship applica- 
tions, and candidates must already have been accepted by the 
school. The course, offered from June 20 to July 29, consists 
of selecting, evaluating, and using books and specialized refer- 
ence and bibliographic tools in biomedical and scientific litera- 
ture. The instructor is Vilma Proctor, Ph.D., librarian of the 
University Medical School. The course has a credit value of 3 
units. Tuition is $60; registration, $5. Information may be ob- 
tained from the Acting Director, School of Library Science, 
University of Southern California, Los Angeles 7. 
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Meeting of Laryngological Association.—The 76th annual meet- 
ing of the American Laryngological Association will be held at 
the Hollywood Beach Hotel, Hollywood, Fla., March 13-14. 
Physicians are cordially invited. The presidential address by 
Dr. Henry Boylan Orton, Newark, N. J., at 9:30 a. m. Sunday 
will precede presentation of “The Indications and Technique of 
Lymph Node Dissection of the Neck” by Dr. Alton Ochsner, 
New Orleans, after which Dr. Louis H. Clerf, Philadelphia, will 
present “Evaluation of Neck Dissection in Carcinoma of the 
Larynx,” and Dr. Fred Z. Havens and Dr. Lewell C. Butler Jr., 
Rochester, Minn. (by invitation) will discuss “Mixed Tumors 
of the Posterior Pharyngeal Wall.” The Sunday afternoon session 
will close with a motion picture, “Rehabilitation of Patients 
with Clefts of the Lip and Palate,” by Dr. Dean M. Lierle, 
Iowa City. The president’s reception (to fellows and their ladies) 
at 6:30 p. m. Sunday will precede the annual dinner. Monday 
sessions will open with presentation of “Unilateral Cord 
Paralysis” by Dr. Daniel S. Cunning, New York, and will close 
with “Laryngeal Papillomata: Surgical Technique for Removal 
of Recurring and Obstructive Growths” by Dr. DeGraaf Wood- 
man, New York. 


Conference on Blindness.—The National Society for the Pre- 
vention of Blindness, Inc., will hold its 1955 congress March 
16-18 at the Hotel Statler, New York. The theme is “Sight for 
the Whole Family.” The sessions will open with the presentation 
of “Responsibility of the Ophthalmologist” by Dr. William L. 
Benedict, Rochester, Minn., who will also serve as chairman for 
the Thursday afternoon session on progress in research in blind- 
ness prevention. Other presentations by physicians include: 
Role of the Public Health Worker, Warren P. Dearing, Washington, D. C. 
Industrial Aspects of Prevention of Blindness, Leonard Greenburg, 
New York. 
The Importance of Medical-Safety Teamwork, Lerleen C. Hatch, Akron, 
Ohio. 
Aids for Children with Subnormal Vision, Gerald E. Fonda, Miliburn, 
N. J. (with Howard F. Haines, D.O.S., Columbus, Ohio). 
Psychoanalytic Considerations for Professional Workers in the Preven- 
tion of Blindness, H. Robert Blank, White Plains, N. Y. 
Status of Retrolental Fibroplasia, Jonathan T. Lanman, New York. 
Current Thinking About Glaucoma, F. Bruce Fralick, Ann Arbor, Mich, 
Studies in Uveitis, Ralph W. Ryan, Bethesda, Md. 
New Drugs, Irving H. Leopold, Philadelphia. 
Plastic Replacement of the Cornea, William Stone Jr., Boston. 
The National Society for the Prevention of Blindness is a non- 
profit sight conservation agency, established in 1908, which 
supports its program of research, education, and service entirely 
by voluntary contributions. 


CORRECTIONS 

Hidradenitis Suppurativa.—In the query in THE JOURNAL, Jan. 
22, page 403, under the foregoing title, in the third line from 
the bottom, the word “sulfur” should have read “sulfa.” 


Effect of Cigarette Smoking.—In THE JouRNAL, Feb. 12, 1955, 
page 569, the word “psychological” in the ninth line, left hand 
column, should have been “physiological.” 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1955 Annual Meeting, Atlantic City, N. J., June 6-10. 
1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 


1956 Annual Meeting, Chicago, June 11-15, 
1956 Clinical Meeting, Seattle, Nov. 27-30. 


1957 Annual Meeting, New York, June 3-7, 


Aero MEDICAL AssocIATION, Hotel Statler, Washington, D. C., March 
21-23. Dr. Thomas H. Sutherland, P. O. Box 26, Marion, Ohio, Secretary. 


AIRLINE MEpicaL EXAMINERS ASSOCIATION, Hotel Statler, Washington, 
D. C., March 19-20, Dr. Seymour Fiske, 150 East 7ist St., New York 21, 
Secretary. 





J.A.M.A., March 5, 1955 


ALABAMA, MEDICAL ASSOCIATION OF THE STATE OF, Whitley Hotel, Mont- 
gomery, April 21-23. Dr. Douglas L. Cannon, 537 Dexter Ave., Mont- 
gomery, Secretary. 

AMERICAN ACADEMY OF GENERAL PRAcTice, Los Angeles, March 28-31. 
Mr. Mac F. Cahal, 406 West 34th St., Kansas City, Mo., Executive 
Secretary. 

AMERICAN ACADEMY OF NEUROLOGY, Shamrock Hotel, Houston, Tex., April 
28-30. Dr. Alexander T. Ross, Indiana University Medical Center, 
Indianapolis 7, Secretary. 

AMERICAN ACADEMY OF PEDIATRICS, Spring Session, Sheraton-Cadillac 
Hotel, Detroit, April 4-7. Dr. E. H. Christopherson, 610 Church St., 
Evanston, Ill., Executive Secretary. 

AMERICAN ASSOCIATION OF ANATOMISTS, Philadelphia, April 6-8. Dr. N. L. 
Hoerr, 2109 Adelbert Rd., Cleveland 6, Secretary. 

AMERICAN ASSOCIATION FOR HEALTH, PHYSICAL EDUCATION AND RECREA- 
TION, Hotel Statler, Boston, April 17-20. Mr. William F, Meredith, Dept. 
of Physical Education, University of Pennsylvania, Philadelphia 4, 
Secretary. 

AMERICAN ASSOCIATION OF IMMUNOLOGISTS, San Francisco, April 10-16. 
Dr. F. S. Cheever, University of Pittsburgh School of Public Health, 
Pittsburgh 13, Secretary. 

AMERICAN ASSOCIATION OF PATHOLOGISTS AND BACTERIOLOGISTS, The Sham- 
rock, Houston, Texas, April 7-9. Dr. Edward A. Gall, Cincinnati General 
Hospital, Cincinnati 29, Secretary. 

AMERICAN ASSOCIATION OF RAILWAY SuRGEONS, Drake Hotel, Chicago, 
April 12-14. Dr. Chester C. Guy, 5800 Stony Island Ave., Chicago 37, 
Secretary. 

AMERICAN ASSOCIATION FOR THE STUDY OF NEOPLASTIC DISEASES, Lord 
Baltimore Hotel, Baltimore, April 28-30. Dr. Bruce H. Sisler, P. O. Box 
268, Gatlinburg, Tenn., Secretary. 

AMERICAN ASSOCIATION FOR THORACIC SURGERY, Chalfonte-Haddon Hall, 
Atlantic City, N. J., April 24-26. Dr. Paul C. Samson, 3959 Happy 
Valley Rd., Lafayette, Calif., Secretary. 

AMERICAN BRONCHO-ESOPHAGOLOGICAL ASSOCIATION, Hollywood Beach 
Hotel, Hollywood, Fla., March 15-16. Dr. F. Johnson Putney, 1719 
Rittenhouse Square, Philadelphia 3, Secretary. 

AMERICAN COLLEGE OF ALLERGISTS, Morrison Hotel, Chicago, April 25-30. 
Dr. Fred W. Wittich, 401 LaSalle Med. Bldg., Minneapolis 2, Secretary. 

AMERICAN COLLEGE OF PuysIcIANs, Benjamin Franklin and Bellevue-Strat- 
ford Hotels, Philadelphia, April 25-29. Mr. E. R. Loveland, 4200 Pine 
St., Philadelphia 4, Executive Secretary. 

AMERICAN DERMATOLOGICAL ASSOCIATION, Bellevue-Biltmore Hotel, Belle- 
air, Fla., April 17-21. Dr. J. Lamar Callaway, Duke Hospital, Durham, 
N. C., Secretary. 

AMERICAN GERIATRICS SOcIETY, Hotel Roosevelt, New York, April 21-22. 
Dr. Malford W. Thewlis, 25 Mechanic St., Wakefield, R. I., Secretary. 

AMERICAN GOITER ASSOCIATION, Skirvin Hotel, Oklahoma City, April 28-30. 
Dr. John C. McClintock, 149% Washington Ave., Albany 10, N. Y., 
Secretary. 

AMERICAN LARYNGOLOGICAL ASSOCIATION, Hollywood Beach Hotel, Holly- 
wood, Fla., March 13-14. Dr. Harry P. Schenck, 326 South 19th St., 
Philadelphia 3, Secretary. 

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTOLOGICAL Society, Holly- 
wood Beach Hotel, Hollywood, Fla., March 15-17. Dr. C. Stewart 
Nash, 277 Alexander St., Rochester 7, N. Y., Secretary. 

AMERICAN OTOLOGICAL SociETy, Hollywood Beach Hotel, Hollywood, Fia., 
March 17-18. Dr. John R. Lindsay, 950 East 59th St., Chicago 37, 
Secretary. 

AMERICAN PHYSIOLOGICAL Society, San Francisco, April 11-16. Dr. W. F. 
Hamilton, Medical College of Georgia, Augusta, Ga., Secretary. 

AMERICAN RapIuM Society, Shoreham Hotel, Washington, D. C., April 
21-23. Dr. Robert E. Fricke, 102 Second Ave. S.W., Rochester, Minn., 
Secretary. 

AMERICAN SOCIETY FOR EXPERIMENTAL PATHOLOGY, San Francisco, April 
10-16. Dr. Cyrus C, Erickson, 874 Union Avenue, Memphis 3, Tenn., 
Secretary. 

AMERICAN SOCIETY FOR PHARMACOLOGY AND EXPERIMENTAL THERAPEUTICS, 
San Francisco, April 10-16. Dr. Carl C. Pfeiffer, 1853 West Polk St., 
Chicago 12, Secretary. 

AMERICAN SURGICAL ASSOCIATION, The Warwick, Philadelphia, April 27-29. 
Dr. R. Kennedy Gilchrist, 59 East Madison St., Chicago 3, Secretary. 
CONFERENCE ON MICROCIRCULATORY PHYSIOLOGY AND PATHOLOGY, Benjamin 
Franklin Hotel, Philadelphia, April 5. Dr. George P. Fulton, Boston 
University College of Liberal Arts, 725 Commonwealth Ave., Boston 15, 

Chairman. 

CONNECTICUT STATE MEDICAL Society, Stratfield Hotel, Bridgeport, April 
26-28. Dr. Creighton Barker, 160 St. Ronan St., New Haven, Executive 
Secretary. 

DaLtas SOUTHERN CLINICAL Society, Dallas, March 14-17. Dr. T. Haynes 
Harvill, 433 Medical Arts Bldg., Dallas 1, Texas, Secretary. 

EASTERN STATES HEALTH EDUCATION CONFERENCE, New York Academy of 
Medicine, New York, April 21-22. Dr. Iago Galdston, 2 East 103rd St., 
New York 29, Secretary. 

FEDERATION OF AMERICAN SOCIETIES FOR EXPERIMENTAL BIOLOGY, San 
Francisco, April 11-15. Dr. M. O. Lee, 2101 Constitution Avenue, 
Washington, D. C., Secretary. 
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FLorIDA MEDICAL AssociATION, Vinoy Park Hotel, St. Petersburg, April 
3-6. Dr. Samuel M. Day, P. O. Box 1018, Jacksonville, Secretary. 

INDUSTRIAL MEDICAL ASSOCIATION, Buffalo, N. Y., April 23-29. Dr. Glenn 
Gardiner, Inland Steel Co., East Chicago, Ind., Secretary. 

INTERNATIONAL ACADEMY OF PRocTOLoGy, Plaza Hotel, New York, March 
23-26. Dr. Alfred J. Cantor, 43-55 Kissena Blvd., Flushing, N. Y., 
Secretary, 

Iowa STATE MEDICAL Society, Veterans’ Memorial Auditorium, Des 
Moines, April 24-27. Dr. R. F. Birge, 529 36th St., Des Moines 12, 
Secretary. 

JoHN A. ANDREW CLINICAL SocrETy, Memorial Hospital, Tuskegee Insti- 
tute, Ala., April 3-8. Dr. Eugene H. Dibble Jr., John A. Andrew 
Memorial Hospital, Tuskegee Institute, Alabama, Secretary. 

MARYLAND, MEDICAL AND CHIRURGICAL FACULTY OF THE STATE OF, Balti- 
more, April 21-23. Dr. Everett S. Diggs, 1211 Cathedral St., Baltimore, 
Secretary. 

MICHIGAN CLINICAL INsTITUTE, Sheraton-Cadillac Hotel, Detroit, March 
9-11. Mr. W. J. Burns, 606 Townsend St., Lansing 15, Mich., Executive 
Director. 

Mip-CENTRAL STATES ORTHOPAEDIC Society, Sheraton Hotel and St. Louis 
Medical Society Auditorium, St. Louis, April 15-16. Dr. H. O. Anderson, 
3244 East Douglas St., Wichita, Kans., Secretary. 

Missourt STATE MEDICAL ASSOCIATION, Kansas City, March 27-30. Dr. 

E. R. Bohrer, 634 North Grand Blvd., St. Louis 3, Secretary. 


NATIONAL GASTROINTESTINAL CANCER CONFERENCE, Hosack Hall, New York 
Academy of Medicine, New York, April 4-5. Dr. Morris K. Barrett, 
National Cancer Institute, Bethesda 14, Maryland, Executive Secretary. 

NATIONAL SOCIETY FOR THE PREVENTION OF BLINDNESS, New York, March 
16-18. Dr. Franklin M. Foote, 1790 Broadway, New York 19, Executive 
Director. 

NEuUROSURGICAL SOCIETY OF AMERICA, Del Monte Lodge, Pebble Beach, 
Calif., March 16-19, Dr, Lester A. Mount, 700 West 168th St., New 
York 32, Secretary. 

New Jersey, MeEpicaAL Society or, Ambassador Hotel, Atlantic City, 
April 17-20, Dr. Marcus H. Greifinger, 315 West State St., Trenton 8, 
Secretary. 

NEw ORLEANS GRADUATE MEDICAL ASSEMBLY, Municipal Auditorium, New 
Orleans, March 7-10. Dr. Maurice E. St. Martin, Room 103, 1430 Tulane 
Ave., New Orleans 12, Secretary. 

NortH Dakota STATE MEDICAL ASSOCIATION, Hotel Prince, Bismarck, 
April 30-May 3. Dr. E. H. Boerth, Box 1198, Bismarck, Secretary. 

NortuH Paciric SOCIETY OF NEUROLOGY AND PsycHiATry, Empress Hotel, 
Victoria, B. C., March 25-26. Dr. John W. Evans, 919 Taylor St. Bidg., 
Room 805, Portland, Ore., Secretary. 

Onto STATE MEDICAL ASSOCIATION, Netherland-Plaza Hotel, Cincinnati, 
April 19-21. Mr. Charles S. Nelson, 79 E. State St., Columbus 15, 
Executive Secretary. 

Post GRADUATE INSTITUTE OF THE PHILADELPHIA COUNTY MEDICAL SOCIETY, 
Bellevue-Stratford Hotel, Philadelphia, March 29-April 1. Dr. Leandro 
M. Tocantino, 301 South 21st St., Philadelphia 3, Director. 


REGIONAL MEETINGS, AMERICAN COLLEGE OF PHYSICIANS: 


Kansas, Wichita, March 18. Dr. Walter L. Schafer, 401 North Emporia 
St., Wichita 2, General Chairman. 


SECTIONAL MEETINGS, AMERICAN COLLEGE OF SURGEONS: 

IpaHO, Sun Valley, Sun Valley Lodge, April 18-20. Dr. James H. 
Hawley, 105 North 8th St., Boise, Chairman. 

ManitTosa, Winnipeg, The Fort Garry, April 25-26. Dr. Paul H. T. 
Thorlakson, Winnipeg Clinic, Winnipeg, Manitoba, Chairman. 

TENNESSEE, Nashville, Dinkler-Andrew Jackson Hotel and War Memorial 
Bidg., April 4-6. Dr. James A. Kirtley Jr., 104 Twentieth Ave. North, 
Nashville, Chairman. 

SOUTHEASTERN ALLERGY ASSOCIATION, Orange Court Hotel, Orlando, Fila., 
March 25-26. Dr. Katharine B. MacInnis, 1515 Bull St., Columbia 1, 
S. C., Secretary. 

TENNESSEE STATE MEDICAL ASSOCIATION, Read House, Chattanooga, April 
10-13. Dr. R. H. Kampmeier, 706 Church St., Nashville 3, Secretary. 


Texas MEDICAL ASSOCIATION, Texas Hotel, Fort Worth, April 24-27. Dr. 
J. M. Travis Sr., 1801 North Lamar Blvd., Austin, Secretary. 


WESTERN BRANCH, AMERICAN PuBLIC HEALTH ASSOCIATION, Phoenix, Ariz., 
April 19-22. Mrs. L. Amy Darter, Division of Laboratories, State Dept. 
of Public Health, Berkeley, Calif., Secretary. 

WESTERN INDUSTRIAL MEDICAL AssociATION, Sir Francis Drake Hotel, San 
Francisco, April 30. Dr. Edward J. Zaik, 740 S. Olive St., Room 320, 
Los Angeles 14, Secretary. 


FOREIGN AND INTERNATIONAL 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, University of 
Glasgow, Glasgow, Scotland, April 14-16. Dr. Henry W. S. Wright, 45 
Lincoln’s Inn Fields, London W.C.2, England, Hon. Secretary. 


AUSTRALASIAN MEDICAL ConGrREss, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia. 

British MEDICAL AssociaTION, Representative Meeting, London, England, 
June 1-4. Dr, A. Macrae, B.M.A. House, Tavistock Square, London, 

W.C.1, England, Secretary. 
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CANADIAN AND BRITISH MEDICAL ASSOCIATIONS, Joint Meeting, Toronto, 
Canada, June 20-22. Dr. Arthur D. Kelly, 244 St. George St., Toronto, 
Canada, General Secretary. 


COMMONWEALTH HEALTH AND TUBERCULOSIS CONFERENCE, Royal Festival 
Hall, London, England, June 21-25. Mr. J. H. Harley Williams, Tavistock 
House North, Tavistock Square, London, W.C.1, England, Secretary 
General. 


CONGRESS OP INTERNATIONAL ASSOCIATION OF APPLIED PsyCHOLOGY, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St., London, W.1, England, President. 


CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 


CONGRESS OF THE INTERNATIONAL ASSOCIATION FOR THE STUDY OF THE 
Broncut, Stockholm, Sweden, June 18-19. For information write: Dr. 
J. M. Lemoine, 187 boulevard St. Germain, Paris 7°, France. 

CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, Eng- 
land, Executive Secretary General. 


CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 


EUROPEAN CONGRESS ON RHEUMATISM, Scheveningen, The Hague, Nether- 
lands, June 13-17. Dr. H. van Swaay, Pieter Bothstraat 12, The Hague, 
Netherlands, Secretary. 


HEALTH CONGRESS OF THE ROYAL SANITARY INSTITUTE, Bournemouth, 
England, April 26-29. Mr. P. Arthur Wells, Royal Sanitary Institute, 90 
Buckingham Palace Road, London, S.W.1, England, Secretary. 


HISPANO-PORTUGUESE CONGRESS OF OBSTETRICS AND GYNECOLOGY, Seville, 
Spain, April 13-16. Dr. M. Recasens, Calle Munoz Olive 7, Seville, Spain, 
General Secretary. 


INTER-AMERICAN CONGRESS OF RADIOLOGY, Shoreham Hotel, Washington, 
D. C., U. S. A., April 24-29. Dr. Eugene P. Pendergrass, 3400 Spruce St., 
Philadelphia 4, Pa., U. S. A., Secretary General. 


INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary General. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-12. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 7°, 
France, Secretary General. 

INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BIOCHEMISTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary General. 


INTERNATIONAL CONGRESS OF COMPARATIVE PATHOLOGY, Lausanne, Switzer- 
land, May 26-31. Professor Hauduroy, 19 rue Cesar Roux, Lausanne, 
Switzerland, Secretary General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 


INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey, Maida Vale Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF PLASTIC SURGERY, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS ON URINARY LITHIASIS, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 


INTERNATIONAL CONGRESS OF UroLoGy, Athens, Greece, April 10-18. Dr. 
Z. Kaires, 25, rue Voukourestion, Athens, Greece, Secretary General. 


INTERNATIONAL HOsPITAL CONGRESS, Lucerne, Switzerland, May 29-June 3. 
Capt. J. E. Stone, International Hospital Federation, 10 Old Jewry, 
London, E.C.2, England, Hon. Secretary. 


INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 


INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden, 


INTERNATIONAL SURGICAL CONGRESS, Geneva, Switzerland, May 23-26. Dr. 
Max Thorek, 1516 Lake Shore Drive, Chicago, Illinois, U. S. A., Secre- 
tary General. 

INTERNATIONAL SYMPOSIUM ON CARDIOVASCULAR SuRGERY, Henry Ford 

Hospital, Detroit, Michigan, U. S. A., March 17-19. Dr. Conrad R. 

Lam, 2799 West Grand Boulevard, Detroit 2, Michigan, U. S. A., Chair- 

man of Program Committee. 
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INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & O), France, Secretary 
General. 


INTERNATIONAL UNION OF GYNECOLOGISTS AND OBSTETRICIANS, Paris, France, 
June 27-28. For information write: Dr. J. Courtois, 1, rue Racine, 
Saint-German-en-Laye, France. 


IRISH OPHTHALMOLOGICAL Society, Dublin, Ireland, May 12-14. For infor- 
mation write: Dr. W. L. Benedict, 100 First Ave. Blidg., Rochester, 
Minnesota, U. S. A. 


JAPAN MEDICAL CONGRESS, Kyoto University and Kyoto Prefectural Medi- 
cal College, Kyoto, Japan, April 1-5. Dr. Mitsuharu Goto, University 
Hospital, Medical Faculty of Kyoto University, Kyoto, Japan, Secretary 
General. 


LATIN AMERICAN ELECTROENCEPHALOGRAPHICAL CONGRESS, Montevideo, 
Uruguay, S. A., March 21-24. For information write: Dr. R. Arana- 
Iniquez, Convencion 1287, Montevideo, Uruguay, S. A. 


LATIN AMERICAN NEUROSURGICAL CONGRESS, Montevideo, Uruguay, S. A., 
March 21-24. For information write: Dr. R. Arana-Iniquez, Convencion 
1287, Montevideo, Uruguay, S. A. 


Mippie East MEpDIcAL ASSEMBLY, Campus of American University of 
Beirut, Beirut, Lebanon, April 22-24. Dr. John L. Wilson, American 
University of Beirut, Beirut, Lebanon, Chairman. 


NEURORADIOLOGIC SyMPOsIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 
Secretary. 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
15-22, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 


PAN AMERICAN CONGRESS ON RHEUMATIC DISEASES, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 

VENEZUELAN CONGRESS OF Mepicat Sciences, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

Wor_p CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

WorLD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. For 
information write: Miss E. M. Thornton, 19 Manchester St., London, 
W.1, England. 

Woritp MEDICAL AssociaTion, Vienna, A.ustria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General. 





EXAMINATIONS 
AND LICENSURE 








BOARDS OF MEDICAL EXAMINERS 

ALABAMA: Examination. Montgomery, June 21-23. Sec., Dr. D. G. Gill, 
537 Dexter Ave., Montgomery 4. 

Arizona:* Examination and Reciprocity. Phoenix, April 13-15. Ex. Sec., 
Mr. Robert Carpenter, 401 Security Bidg., Phoenix. 

ARKANSAS:* Examination, Little Rock, June 9-10. Sec., Dr. Joe Verser, 
Harrisburg. 

CaLirorNiA: Written. San Francisco, June 20-23; Los Angeles, Aug. 22-25; 
and Sacramento, Oct. 17-20. Oral and Clinical Examinations for Foreign 
Medical School Graduates. San Francisco, June 19; Los Angeles, Aug. 
21; and San Francisco, Nov. 13. Oral Examination for Reciprocity Appli- 
cations. San Francisco, June 18; Los Angeles, Aug. 20; and San Fran- 
cisco, Nov, 12. Sec., Dr. Louis E, Jones, Room 536, 1020 N Street, 
Sacramento, 

CoLorapo:* Examination. Denver, June 14-15. Final date for filing appli- 
cations is May 13. Reciprocity. Denver, April 12. Final date for filing 
applications is March 14. Exec. Sec., Miss Beulah H. Hudgens, 831 
Republic Bidg., Denver 2. 

ConnectTicutT:* Examination. Hartford, Mar. 8-9. Sec. to the Board, Dr. 
Creighton Barker, 160 St. Ronan St., New Haven. Homeopathic. Examina- 
tion and Reciprocity. Derby, March 8-9, Sec., Dr. Donald A. Davis, 38 
Elizabeth St., Derby. 

DELAWARE: Examination. Dover, July 12-14. Endorsement. Dover, July 21. 
Final date for filing applications is Jume 15. Sec., Dr. Joseph S. 
McDaniel, Dover. 

District oF CoLumsBiA:* Examination. Washington, May 9-10. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Avenue, N.W., Wash- 
ington. 
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Frorma:* Examination. Jacksonville, June 26-28. Sec., Dr. Homer L. 
Pearson, 901 N.W. 17th St., Miami. 

GeoriGa: Examination. Atlanta and Augusta, June 7-8. Reciprocity. June 9. 
Sec., Mr. R. C. Coleman, 111 State Capitol, Atlanta. 

INDIANA: Examination. Indianapolis, June 21-23. Exec. Sec., Miss Ruth V. 
Kirk, 538 K. of P. Building, Indianapolis. 

Iowa:* Examination. lowa City, June 13-15. Exec, Sec., Mr. Ronald V, 
Saf, State Office Bldg., Des Moines. 

Kansas: Examination and Endorsement. Kansas City, June 8-9. Sec., 
Dr. O. M. Davidson, 872 New Brotherhood Bidg., Kansas City. 

KENTUCKY: Examination. Louisville, June 6-8. Asst. Sec., Mr. Raymond F. 
Dixon, 620 S. 3rd St., Louisville. 

Louisiana: Homeopathic. Examination and Reciprocity. Subject to Call. 
Sec., Dr. F. H. Hardenstein, 903 Pere Marquette Bldg., New Orleans 12. 

Maine: Examination and Reciprocity, Portland, Mar. 8-9. Sec., Dr. Adam 
P. Leighton, 192 State St., Portland. 

MaryLanp: Regular Examination. Baltimore, June 21-24. Sec., Dr. Lewis 
P. Gundry, 1215 Cathedral St., Baltimore 18. Homeopathic. Reciprocity. 
Washington, D. C., April 12. Examination. Written. Baltimore, June 
20-22. Sec., Dr. Robert H. Reddick, Eastern Shore State Hospital, 
Cambridge. 

MASSACHUSETTS: Examination. Boston, July 12-15. Sec., Dr. Robert C. 
Cochrane, Room 37, State House, Boston. 

MicHiGAN:* Examination. Ann Arbor and Detroit, June 15-17 (tentative). 
Sec., Dr. J. Earl McIntyre, 118 Stevens T. Mason Bidg., Lansing 8. 

Minnesota:* Examination. Minneapolis, April 19-21 and June 14-16. Sec., 
Dr. F. H. Magney, 230 Lowry Medical Arts Bldg., St. Paul 2. 

Mississippi: Examination and Reciprocity. Jackson, June 27-29. Asst. Sec., 
Dr. R. N. Whitfield, State Board of Health, Jackson. 

Montana: Examination and Reciprocity. Helena, April 4-6. Sec., Dr. S. A. 
Cooney, 214 Power Block, Helena. 

NesrRASKA:* Examination. Omaha, June. Director, Bureau of Examining 
Boards, Mr. Husted K. Watson, State Capitol Bldg., Room 1009, Lincoin 9. 

NevaDa:* Examination and Reciprocity. Reno, April 5. Sec., Dr. G. H. 
Ross, 112 N. Curry St., Carson City. 

New HampsHire: Examination and Reciprocity. Concord, Mar. 9. Sec., Dr. 
John S, Wheeler, 107 State House, Concord. 

New Mexico:* Examination and Reciprocity. Santa Fe, Apr. 11-12. Sec., 
Dr. R. C. Derbyshire, 227 E. Palace Ave., Santa Fe. 

NortH Carona: Examination. Raleigh, June 20-23. Reciprocity. Pine- 
hurst, May 2. Sec., Dr. Joseph J. Combs, 716 Professional Building, 
Raleigh. 

NortH Dakota: Examination. Grand Forks, July 6-8. Reciprocity. Grand 
Forks, July 9. Sec., Dr. C. J. Glaspel, Grafton. 

Onto: Reciprocity. Columbus, April 5. Written. Columbus, June 13-15. 
Sec., Dr. H. M. Platter, 21 W. Broad St., Columbus 15. 

OKLAHOMA:* Examination. Oklahoma City, June 7-8. Sec., Dr. C. Gal- 
lagher, 813 Braniff Bidg., Oklahoma City. 

OreGon:* Examination. Portland, July. Reciprocity. Portland, April 7-9. 
Exec. Sec., Mr. Howard I. Bobbitt, 609 Failing Bidg., Portland 4. 

PENNSYLVANIA: Examination. Philadelphia and Pittsburgh, July. Acting 
Sec., Mrs. Marguerite G. Steiner, Box 911, Harrisburg. 

RuHope Istanp:* £ inati. Providence, April 7-8. Administrator of 
Professional Regulation, Mr. Thomas B. Casey, Room 366, State Office 
Blidg., Providence. 

SoutH CaroO.ina: Examination and Reciprocity. Columbia, June 27-29. 
Sec., Mr. N. B. Heyward, 1329 Blanding St., Columbia. 

SoutH Daxota:* Examination and Reciprocity. Rapid City, July 19-20. 
Exec, Sec., Mr. John C. Foster, 300 First National Bank Bldg., Sioux 
Falls. 

TENNESSEE:* Examination. Memphis, March 30-31. Sec., Dr. H. W. Qualls, 
1635 Exchange Bidg., Memphis. 

Texas:* Examination and Reciprocity. Fort V/orth, June 20-22. Sec., Dr. 
M. H. Crabb, 1714 Medical Arts Bidg., Fort Worth 2. 

Vircinia: Examination. Richmond, June 16-18. Reciprocity. Richmond, 
June 15. Address: The Secretary, 631 First St., S.W., Roanoke. 

WASHINGTON:* Examination and Reciprocity. Seattle, July 10-13. Sec., 
Mr. Edward C. Dohm, Capitol Bidg., Olympia. 

West Virainia: Reciprocity. Charleston, April 4. Sec., Dr. N. H. Dyer, 
State Office Bldg., No. 3, Charleston 5. 

WIsconsin:* Reciprocity. Madison, April 14-16. The board will also inter- 
view applicants for Temporary Educational Permits who have com- 
menced their training previous to the meeting. Sec., Dr. Thomas W. 
Tormey, Room 1140, State Office Bidg., Madison 2. 

Wromino: Examination and Reciprocity. Cheyenne, June 6. Sec., Dr. 
Franklin D. Yoder, State Office Bidg., Cheyenne. 

ALaskKa:* On application, Sec., Dr. W. M. Whitehead, 172 South Franklin 
St., Juneau. 

Guam: The Commission on Licensure will meet whenever a candidate 
appears or submits his credentials. Sec., Dr. John E. Kennedy, Agana. 
VirciNn IsLanps: Examination and Reciprocity. St. Thomas, June 8-9. Sec., 

Dr. Earle M. Rice, St. Thomas. 
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BOARDS OF EXAMINERS IN THE BASIC SCIENCES 

Arizona: Reciprocity. Phoenix, April 16. Sec., Dr. M. R. Richter, 2910 
N. 7th Ave., Phoenix, 

ARKANSAS: Examination. Little Rock, May 3-4. Sec., Mr. S. C. Dellinger, 
Zoology Dept., University of Arkansas, Fayetteville. 

CoLoraDo: Examination and Reciprocity. Lincoln and Denver, Mar. 2-3. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver. 

District oF CoLuMBIA: Examination. Washington, April 18-19. Deputy 
Director, Mr. Paul Foley, 1740 Massachusetts Ave., N.W., Washington. 

Fiormpa: Examination, Miami and Gainesville, May 14. Sec., Mr. M. W. 
Emmel, Box 340, University of Florida, Gainesville. 

Iowa: Examination. Des Moines, April 12. Sec., Dr. Ben H. Peterson, Coe 
College, Cedar Rapids. 

MINNESOTA: Examination, Minneapolis, April 5-6. Sec., Dr. Raymond N. 
Bieter, 126 Millard Hall, University of Minnesota, Minneapolis. 

NEBRASKA: Examination. Omaha, May 3-4. Director, Mr. Husted K. 
Watson, 1009 State Capitol, Lincoln. 

NEvaDA: Examination. Reno, April 5. Sec., Dr. Donald G. Cooney, Box 
9002, University Station, Reno. 

OKLAHOMA: Oklahoma City, April 7-8. Sec., Dr. C. Gallagher, 813 Braniff 
Bidg., Oklahoma City. 

OREGON: Examination. Portland, March 5, June 4, Sept. 10, and Dec. 3. 
Sec., Mr. Charles D. Byrne, State Board of Higher Education, Eugene. 

Texas: Examination. Galveston, Houston and Dallas, April 15-16. Chief 
Clerk, Mrs. Betty Ratcliff, 407 Perry-Brooks Blidg., Austin. 

WASHINGTON: Examination. Seattle, July 6-7. Sec., Mr. Edward C. Dohm, 
Capitol Bidg., Olympia. 

WISCONSIN: Examination. Madison, March 12, and Milwaukee, May 14. 
Sec.. Mr. William H. Barger, 621 Ransom St., Ripon. 

ALASKA: On application. Juneau or other towns in Territory as decided 
by Board. Reciprocity. On application. Sec., Dr. C. Earl Albrecht, 
Box 1931, Juneau. 





*Basic Science Certificate required. 





MAGAZINE-TELEVISION REPORT 








The following list of current medical articles in mass-circula- 
tion magazines and forthcoming network television programs on 
medical subjects is published each week only for the informa- 
tion of readers of THE JouRNAL. Unless specifically stated, the 
American Medical Association neither approves nor disapproves 
of the articles and programs reported. 


TELEVISION 
Sunday, March 6 
CBS-TV, 4:30 p. m. EST. “The Search.” Report from the 
Air Force School of Aviation Medicine on how to keep 
men alive as they learn to fly at great heights and speed. 


ABC-TV, 9:15 p. m. EST. Ciba’s “Horizons.” (Conclusion 
of a series.) 


Tuesday, March 8 
ABC-TV, 7:30 p. m. EST. “Cavalcade of America.” The 
story of Dr. Abraham Jacobi and his wife, Dr. Mary Put- 
nam Jacobi—pioneers in the field of pediatrics—is told in 
a presentation titled “Suffer Not the Children.” 


MAGAZINES 


Better Homes and Gardens, March, 1955 

“Wili Wonder Drugs Never Cease!” by Donald G. Cooley 
A detailed analysis of antibiotics in the medical armamen- 
taisum. Mr. Cooley cautions patients to have faith in the 
ability of doctors to judge the value of antibiotics. He de- 
scribes various drugs, explains their uses, and concludes 
with a progress report on antibiotics still in research 
laboratories. 


Family Circle, March, 1955 
“Is Your Husband the Ulcer Type?” by Molly Castle 
Written for women, the article points out that “four times 
as many men as women get ulcers.” The author tells wives 
how to keep their husbands from getting one. She explains 
what is meant by an ulcer and reports: “Up to now there 
is no absolute and final cure.” Medicaments found to be 
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“effective” are “a long-lasting lozenge made from milk 
solids combined with a balanced antacid formula” and “a 
powder made from desiccated hog’s duodenum.” 


Good Housekeeping, March, 1955 
“Is There a Doctor in the House?” by Mrs. W. B. Finnerty 
“The answer is usually ‘No,’ when it’s your house and your 
husband is the doctor.” The wife of a young doctor just 
starting in practice tells how his busy schedule interferes 
with family activities. 


“Medical Manhattan District,” by Maxine Davis 
The government has mobilized medical brains and facilities 
at the U. S. Public Health Service’s National Institutes of 
Health of Bethesda, Md., to find “ways to save mankind 
from the menace of cancer, heart disease, arthritis, and 
other grave illnesses.” 


Reader’s Digest, March, 1955 
“They Were Their Own Guinea Pigs,” by Robert Littell 
The story of Nils Lofgren and Bengt Lundqvist, Swedish 
scientists who developed Xylocaine—new anesthetic now 
widely used by dentists and physicians. 


“I Had a Cataract Removed,” by Nina Wilcof Putnam 
An elderly author, originally frightened at the prospects of 
a cataract removal, explains the procedure and assures 
others afflicted with such eye conditions that “there is no 
need to worry.” 

“They Call Him ‘Dr. Live-Again,’” by Albert Q. Maisel 
The story of Dr. Howard A. Rusk who “busily juggles six 
full-time jobs—as physician, teacher, fund-raiser, admin- 
istrator, writer and missionary . . .” and the Institute for 
Physical Medicine and Rehabilitation. 


Parade, March 6, 1955 

“Shorter Hospital Stays Than Ever,” by Robert P. Goldman 

and Sid Ross 
According to the authors, the biggest news in medicine today 
is “the revolution in hospital care that spells better treat- 
ment, shorter stays and steadily greater chances of survival 
in complicated cases.” The reasons for shorter stays (as 
obtained by the authors in a questionnaire to hospitals) are: 
antibiotic drugs, early ambulation, better diagnosis and pre- 
operative and postoperative care, improved medical and sur- 
gical techniques, and increased emphasis on home care. 


Redbook Magazine, March, 1955 
“Your City Can Save More Lives,” by A. E. Hotchner 
A crusading article decrying the lack of proper emergency 
facilities in “too many” American cities. Included in a list 
of things you can expect in a city with “substandard facili- 
ties” are: “You may have to wait 15 to 45 minutes for the 
‘ambulance’ ”; “You may have a 30-minute wait in the [hos- 
pital] receiving room before you are examined—and 
whether you're admitted for treatment may depend on 
whether you can establish your ability to pay for it”; 
“Finally, you may be treated in an understaffed, poorly 
equipped, severely overcrowded emergency room.” After 
listing several cities as “offenders” in handling emergency 
cases, the author selects San Francisco as an example of 
a city with an “excellent” setup. He concludes the article 
with a checklist that “sums up the recommendations of 
experts” on what should be included in a good city emer- 
gency system. F 


Popular Science, March, 1955 
“How to Avoid Burned-Out Bearings in Your Shoulders,” by 
Edward D. Fales, Jr. 
“Going at household chores the right way can save you 
the sudden strains that bring on painful bursitis.” An ex- 
planation of the condition is followed by a list of “rules” 
and suggestions for avoiding damage to shoulder tendons. 


American Legion Magazine, March, 1955 


“How I Lost My Dignity,” by Octavus Roy Cohen 
A humorous article poking fun at hospital routine. 
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DEATHS 


Bullard, H. Hays © Wilmington, Del.; born in St. Louis Aug. 9, 
1883; Johns Hopkins University School of Medicine, Baltimore, 
1916; instructor in anatomy at Tulane University in New 
Orleans from 1909 to 1912, when he became instructor in 
anatomy at the University of Pittsburgh, serving from 1912 to 
1914; from 1916 to 1920 assistant instructor and associate in 
pathology at his alma mater; from 1920 to 1929 professor of 
pathology and director of the department of pathology and 
bacteriology at the University of Western Ontario in London, 
Ontario, Canada, where at the same time he was pathologist at 
the Victoria Hospital; in the summer of 1925 became first 
assistant in pathological anatomy at Mayo Clinic in Rochester, 
Minn.; formerly pathologist and director of laboratories at St. 
Vincent’s Hospital in Erie, Pa., Genesee Hospital in Rochester, 
N. Y., Suburban Hospital in Bethesda, Md., and Community 
Hospital in Wooster, Ohio; specialist certified by the American 
Board of Pathology; member of the American Association of 
Anatomists, Ghio State Medical Association, and the American 
Association of Pathologists and Bacteriologists; died in New 
Castle Dec. 12, aged 71, of congestive heart failure. 


Giffin, Adolphe Mauger © Major, U. S. Army, retired, Clear- 
water, Fla.; born in Pulteney, N. Y., Dec. 16, 1876; Maryland 
Medical College, Baltimore, 1903; Maryland Medical College, 
Baltimore, 1904; enlisted in the U. S. Army Hospital Corps in 
1898; served in combat in the Philippines and in China during 
the Boxer Rebellion; discharged in 1901; reentered the Army 
in 1909 as a first lieutenant of the medical reserve corps and 
was sent to the Philippines and later to China with the 15th 
Infantry; on his return to the Philippines, was detailed as surgeon 
general to the Philippine National Guard, in addition to serving 
as division surgeon with the First Philippine Division; sub- 
sequent service included duty in France during World War I 
and assignments at Army posts in the United States; his last 
active duty was with the Army Transport Service in Brooklyn; 
entered the regular Army in 1920; retired from active duty for 
disability Nov. 30, 1933; died in the U. S. Air Force Hospital, 
MacDill, Tampa, Jan. 6, aged 78, of congestive heart failure. 


Danna, Joseph Anthony ® New Orleans; born July 8, 1877; 
Medical Department of Tulane University of Louisiana, New 
Orleans, 1901; clinical professor emeritus of surgery at Louisiana 
State University School of Medicine; at one time secretary and 
professor of surgery at Loyola Post-Graduate School of Medi- 
cine and professor of clinical surgery at New Orleans Polyclinic; 
specialist certified by the American Board of Surgery; member 
of the Southern Surgical Association and the Southeastern Sur- 
gical Congress; fellow of the American College of Surgeons; 
served during World War I; consulting surgeon at De Paul 
Sanitarium and Eye, Ear, Nose and Throat Hospital; for many 
years associated with the Charity Hospital of Louisiana and 
Hotel Dieu, Sisters’ Hospital, where he died Dec. 15, aged 77, 
of congestive heart failure. 


Cross, George Howard @ Rehoboth Beach, Del.; born in Merced, 
Calif., Nov. 1, 1881; University of Pennsylvania Department of 
Medicine, Philadelphia, 1908; formerly associate professor of 
ophthalmology at the graduate school of medicine of the Univer- 
sity of Pennsylvania, Philadelphia; specialist certified by the 
American Board of Ophthalmology; member of the American 
Academy of Ophthalmology and Otolaryngology, Medical 
Society of the State of Pennsylvania, American Ophthalmological 
Society, and the Association for Research in Ophthalmology; on 
the staff of the Chester (Pa.) Hospital; died Nov. 23, aged 73, 
of a cerebral accident. 


Ginsberg, A. Morris ® Kansas City, Mo.; born in Kansas City 
Jan. 1, 1895; University of Pennsylvania School of Medicine, 
Philadelphia, 1920; clinical professor of medicine at the Univer- 
sity of Kansas School of Medicine, Kansas City, Kan.; specialist 
certified by the American Board of Internal Medicine; fellow 





@ Indicates Member of the American Medical Association. 





of the American College of Physicians; member of the Endocrine 
Society; past chief of the medical service at the Kansas City 
General Hospital; past chairman of the department of medicine 
at the Menorah Hospital Medical Center, where he died Nov. 
12, aged 59, of myocardial infarction. 


Morse, Walter Spaulding ® Houston, Texas; University of 
Virginia Department of Medicine, Charlottesville, 1937; spe- 
cialist certified by the American Board of Obstetrics and Gyne- 
cology; clinical associate professor of obstetrics and gynecology 
at Baylor University College of Medicine; formerly on the 
faculty of Tulane University of Louisiana School of Medicine 
in New Orleans; member of the Central Association of Ob- 
stetricians and Gynecologists; fellow of the American College 
of Surgeons; on the staffs of the Jefferson Davis, Hermann, 
Methodist, and St. Joseph’s hospitals; died Jan. 3, aged 48, of 
coronary thrombosis, 


Nicodemus, Edwin Arthur ® Harrisburg, Pa.; born in Martins- 
burg May 9, 1870; Jefferson Medical College of Philadelphia, 
1898; past president of the Dauphin County Medical Society; 
past president of the Harrisburg Academy of Medicine, of which 
he was secretary-treasurer; veteran of the Spanish-American 
War; aide-de-camp to the commanding general of the seventh 
division during the Mexican Border campaign, and served over- 
seas during World War I; after a 30 year affiliation, retired as 
chief of general surgery in 1938 at the Harrisburg Polyclinic 
Hospital, where he died Dec. 16, aged 84, of uremia and 
Parkinson’s disease. 


Spitze, Edward Christian ® Champaign, IIl.; born in Edwards- 
ville July 7, 1875; Washington University School of Medicine, 
St. Louis, 1902; formerly on the faculty of St. Louis University 
School of Medicine; past president of St. Clair County Medical 
Society and St. Louis Ophthalmological Society; specialist certi- 
fied by the American Board of Ophthalmology; member of the 
American Academy of Ophthalmology and Otolaryngology; 
served during World War I; formerly on the staffs of Christian 
Welfare and St. Mary’s hospitals in East St. Louis; died in the 
Carle Memorial Hospital, Urbana, Dec. 27, aged 79, of heart 
disease. 


McGowan, Andrew Joseph @ Staten Island, N. Y.; University 
and Bellevue Hospital Medical College, New York, 1911; an 
associate member of the American Medical Association; past 
president of the Richmond County Medical Society and was its 
1954 nominee for the “Doctor of the Year” award of the New 
York State Medical Society; associated with the Richmond 
Borough Hospital, where he was for nine years president of the 
medical board; on the staffs of the Richmond Memorial Hospital 
and St. Vincent’s Hospital, where he died Jan. 3, aged 77, of 
intestinal obstruction and strangulated hernia. 


Brown, Howard Wallace ® New York City; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1920; 
medical director of the Union Theological Seminary; on the 
staff of St. Luke’s Hospital; died Jan. 9, aged 62. 


Carl, Gary Hudson @ Olean, N. Y.; University of Buffalo School 
of Medicine, 1943; certified by the National Board of Medical 
Examiners; served in the Japanese theater with the rank of 
captain in the medical corps of the U. S. Army during World 
War II; affiliated with Olean General and St. Francis hospitals, 
where he was chief of obstetrics and gynecology; died Dec. 13, 
aged 34, of acute myocardial infarction. 


Casey, Arthur Edward S. ®@ Philadelphia; Temple University 
School of Medicine, Philadelphia, 1917; served in France during 
World War I; formerly police surgeon and a municipal court 
medical officer; associated with St. Vincent’s Orphanage in Lans- 
downe, Misericordia, and Presbyterian hospitals; died Dec. 25, 
aged 63. 


Clift, James Warren, Soddy, Tenn.; University of Tennessee 
Medical Department, Nashville, 1900; died Dec. 27, aged 82, 
of cerebral hemorrhage. 
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Coates, William Arthur ® Babylon, N. Y.; Hahnemann Medical 
College and Hospital of Philadelphia, 1930; on active duty in 
the South Pacific during World War II; on the staff of the South- 
side Hospital in Bay Shore; died Jan. 6, aged 53, of acute myo- 
cardial infarction. 


Cowart, Robert Walter ® Dallas, Texas; Baylor University 
College of Medicine, Waco, 1916; for many years member of 
the medical corps of the Selective Service in Dallas; served 
during World War I; on the staff of the Baylor University, St. 
Paul’s, and Methodist hospitals; died Dec. 12, aged 65, of heart 
disease. 


Crabtree, William Vickers © St. Marys, W. Va.; Medical College 
of Virginia, Richmond, 1950; interned at the Ohio Valley 
General Hospital in Wheeling; served as plant physician for 
the Willow Island Plant of the American Cyanamid Company; 
died Dec. 30, aged 31, of a heart attack. 


Cranmer, John B., Wilmington, N. C.; University of North 
Carolina School of Medicine, Chapel Hill, 1905; formerly a 
pharmacist; past president of the New Hanover County Medical 
Society; member of the board of Caswell Training School in 
Kinston and the State Hospital in Goldsboro; died in the James 
Walker Memorial Hospital Dec. 10, aged 80, of coronary 
thrombosis. 


Cutter, James Bird, Watsonville, Calif.; University of Oregon 
Medical School, Portland, 1893; veteran of the Spanish-Ameri- 
can War; director of the Children’s Hospital in San Francisco 
from 1924 to 1934; formerly associated with the Southern 
Pacific General Hospital in San Francisco; died in the Watson- 
ville Community Hospital Dec. 11, aged 87, of ruptured 
aneurysm of the aorta. 


Dumbrys, Aleksandras, Brooklyn; Vytauto Didziojo Universiteto 
Medicinos Fakulteto, Kaunas, Lithuania, 1926; died Dec. 21, 
aged 54. 


Elliott, James Boyce @ Fort Mill, S. C.; North Carolina Medical 
College, Davidson, 1905; served as president of the York County 
Medical Society; chairman of the school board; died suddenly 


Dec. 13, aged 75. 


Ellis, Benjamin James, Wenatchee, Wash.; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1900; died 
Dec. 31, aged 82. 


Enloe, Newton Thomas @ Chico, Calif.; Missouri Medical 
College, St. Louis, 1895; fellow of the American College of 
Surgeons; member of the Industrial Medical Association; past 
president of the Chico Chamber of Commerce; owner and chief 
surgeon of the Enloe Hospital, where he died Dec. 21, aged 82, 
of bronchiectasis and bronchopneumonia. 


Farmer, Eli Estus ®@ Cleveland, Miss.; University of Tennessee 
College of Medicine, Memphis, 1915; interned at Baptist 
Hospital in Memphis, Tenn.; served overseas during World 
War I; on the staff of the City Hospital; died Dec. 20, aged 71, 
of coronary thrombosis. 


Ferguson, Henry Albert, Fonda, N. Y.; University of the City 
of New York Medical Department, New York, 1895; for many 
years a director of the New York Giants baseball club; died 
Nov. 3, aged 86, of coronary thrombosis. 


Finley, George William © Sandwich, Ill.; Rush Medical College, 
Chicago, 1934; died in Milwaukee, Wis., Oct. 2, aged 53. 


Foote, Charles Jenkins ® New Haven, Conn.; Harvard Medical 
School, Boston, 1887; an associate member of the American 
Medical Association; past president of the New Haven Medical 
Society; at one time instructor in clinical medicine at Yale 
University School of Medicine; for a long time attending physi- 
cian at Grace-New Haven Community Hospital, where he died 
Dec. 29, aged 93, of ventricular tachycardia due to arterio- 
sclerotic heart disease. 


Freund, Harry @ Brooklyn; Columbia University College of 
Physicians and Surgeons, 1929; specialist certified by the Ameri- 
can Board of Internal Medicine; fellow of the American College 
of Physicians; served as a Selective Service examining physician 
during World War II; interned at the Jewish Hospital, where 
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he was an assistant physician, diabetes outpatient department; 
on the staff of the Cumberland Hospital; died in the Montefiore 
Hospital in New York City Jan. 9, aged 49. 


Gallagher, Vincent John ®@ Beverly Hills, Calif.; St. Louis 
University School of Medicine, 1918; on the staffs of the Beverly 
Hills Clinic, St. Vincent’s Hospital in Los Angeles, and St. John’s 
Hospital in Santa Monica; chief urologist at Santa Fe Hospital, 
where he died Jan. 3, aged 60, of probable carcinoma of the 
right lung. 


Glatzau, Lewis William ® Daytona Beach, Fla.; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1916; interned at the South Side Hospital, 
Pittsburgh; an associate member of the American Medical 
Association; past president of the Volusia County Medical 
Society; served during World War I; past president of the staff 
of the Halifax District Hospital, where he died Dec. 14, aged 65, 
of fibrosarcoma of the lungs. 


Goewey, George Clifford @ Syracuse, N. Y.; Syracuse Univer- 
sity College of Medicine, 1923; past president of the Syracuse 
Academy of Medicine; on the courtesy staff of Memorial and 
University hospitals; died Dec. 19, aged 56, of coronary oc- 
clusion. 


Gunn, Herbert ® Monticello, Calif.; Cooper Medical College, 
San Francisco, 1895; an associate member of the American 
Medical Association; at one time city health officer of San 
Francisco; served on the staff of the Stanford University Hos- 
pital, San Francisco, where he died Dec. 23, aged 81, of in- 
testinal obstruction and cancer. 


Higdon, Budd H. @ Sunflower, Miss.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1913; president 
of the Delta Medical Society in 1940; member of the American 
Academy of General Practice; served during World War I; 
mayor of the town of Sunflower for two terms; past president 
of the Rotary Club; died in the Greenwood Leflore Hospital, 
Greenwood, Dec. 18, aged 73. 


Hoffman, Valentine John, Philadelphia; Temple University 
School of Medicine, Philadelphia, 1919; died Dec. 16, aged 68, 


Imbleau, Joseph Ernest Lorrain ® Union, N. J.; McGill Univer- 
sity Faculty of Medicine, Montreal, Canada, 1922; fellow of the 
International College of Surgeons and the American College of 
Surgeons; served during World War II; for many years member 
of the board of health and township physician and police sur- 
geon; associated with the Alexian Brothers and St. Elizabeth 
hospitals in Elizabeth, and the Beth Israel Hospital in Newark; 
on the staff of the Overlook Hospital in Summit, where he died 
Jan. 14, aged 56, of a coronary attack. 


Juster, Milton Alter ® Red Hook, N. Y.; Georgetown University 
School of Medicine, Washington, D. C., 1933; served during 
World War II; health officer of the town of Milan and member 
of the Red Hook Fire Department; on the staffs of the Columbia 
Memorial Hospital in Hudson, Greene County Hospital in 
Catskill, Northern Dutchess Health Center in Rhinebeck, 
Vassar Brothers Hospital and St. Francis Hospital in Pough- 
keepsie, Sea View Hospital in Staten Island, and the French 
Hospital in New York City; died Dec. 25, aged 46. 


Kennedy, Milo Russell, North Sacramento, Calif.; College of 
Physicians and Surgeons of San Francisco, 1903; died in the 
Modoc Medical Center in Alturas Dec. 14, aged 79, of broncho- 
pneumonia and arteriosclerosis. 


Kilroe, Edward Patrick, Manhasset, N. Y.; Bellevue Hospital 
Medical College, New York, 1894; served as president, and 
since 1946 chairman of the board of the Metropolitan Jockey 
Club; treasurer of the Aqueduct Race Track and past president 
of the Jamaica Race Track; died in the Lenox Hill Hospital in 
New York Jan. 7, aged 82. 


Kinyoun, Floyd Homer @ Los Angeles; John A. Creighton 
Medical College, Omaha, 1915; served during World War II; 
at one time practiced in Omaha, where he was health officer; 
on the staffs of the Queen of Angels and Methodist hospitals; 
died in St. John’s Hospital, Santa Monica, Dec. 24, aged 63, 
of congestive heart failure and cor pulmonale. 
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Koff, Raphael Joseph ® Los Angeles; University of Minnesota 
Medical School, Minneapolis, 1935; specialist certified by the 
American Board of Ophthalmology; associate clinical professor 
of surgery (ophthalmology) at University of Southern California 
School of Medicine; member of the American Academy of 
Ophthalmology and Otolaryngology and the Pacific Coast Oto- 
Ophthalmological Society; on the staffs of Cedars of Lebanon, 
Los Angeles County General, and Temple hospitals; died Dec. 
14, aged 44, of acute coronary occlusion. 


Kraff, Sonia ® New York City; University and Bellevue Hospital 
Medical College, New York, 1933; interned at the Harlem 
Hospital; assistant medical examiner to the board of education; 
associated with the New York Infirmary; died Dec. 31, aged 51, 
of carcinoma of the breast with metastases. 


Kubin, Ludwig ® Waltham, Mass.; Medizinische Fakultaét der 
Universitat, Vienna, 1920; for many years on the staff of the 
Waltham Hospital; died Dec. 18, aged 62, of a heart attack. 


Langan, Paul Conway, Miami, Fla.; Jefferson Medical College 
of Philadelphia, 1921; specialist certified by the American Board 
of Radiology; member of the American College of Radiology; 
served as an officer during World War II; veteran of World 
War I; formerly practiced in Akron, Ohio, where he. was for 
many years on the staff of St. Thomas Hospital; died in the 
Walter Reed Hospital, Washington, D. C., Jan. 4, aged 62, of 
carcinoma of the bladder. 


Lawton, Clare Victor © Benton Harbor, Mich.; State University 
of Iowa College of Homeopathic Medicine, lowa City, 1918; 
chief of staff of Mercy Hospital; died in St. Joseph Jan. 5, 
aged 63, of arteriosclerotic heart disease. 


Lukoski, Walter Anthony Francis ® Waterford, Conn.; George- 
town University School of Medicine, Washington, D. C., 1932; 
interned at Lawrence and Memorial Associated Hospitals in 
New London; served during World War II; on the staff of the 
Seaside Hospital; died in New London Dec. 23, aged 47, of 
coronary occlusion. 


McEvilly, Jere John @ Little Falls, N. Y.; Albany Medical 
College, 1922; for many years health officer; school physician 
since 1928; past president of the Herkimer County Medical 
Association; life member of the American College of Surgeons; 
past president of the staff of Little Falls Hospital; surgical con- 
sultant at Pinecrest Sanatorium in Salisbury Center; died in 
Albany (N. Y.) Hospital Dec. 20, aged 56, of adenocarcinoma 
of the colon. 

Martin, Clarence Rosenmuller ® Williamsport, Pa.; Temple 
University School of Medicine, Philadelphia, 1937; an associate 
member of the American Medical Association; for many years 
county coroner; served during World War II; on the staff of 
the Williamsport Hospital, where he died Nov. 25, aged 46, 
of coronary occlusion. 


Mayes, Corwin Spencer @ Springfield, Ill.; St. Louis University 
School of Medicine, 1914; interned at St. Louis City Hospital; 
past president of the Sangamon County Medical Society; served 
during World War II; on the staff of St. John’s Hospital; died 
Jan. 11, aged 67, of teratoma of the chest and cerebral vascular 
accident. 


Meyer, Paul Jakob ® San Francisco; Friedrich-Wilhelms-Univer- 
sitat Medizinische Fakultat, Berlin, Prussia, Germany, 1911; 
died Dec. 21, aged 67, of acute myocardial infarction. 


Miller, Frederick Fremy ® San Diego, Calif.; Rush Medical 
College, Chicago, 1911; served during World War I; died in 
Chula Vista Dec. 13, aged 69, of cerebral hemorrhage. 


Montague, Everett La Dew, Los Angeles; Washington Univer- 
sity School of Medicine, St. Louis, 1901; formerly practiced in 
Cedar Rapids, lowa, where he was on the staff of Mercy and 
St. Luke’s hospitals; served on the staff of the Good Samaritan 
Hospital, where he died Jan. 4, aged 82, of pneumonia. 
Nicholas, Louis A., Cincinnati; Miami Medical College, Cincin- 
nati, 1903; died in the Holmes Hospital Dec. 31, aged 73, of 
carcinoma of the stomach. 

Niedner, Otto, Brooklyn; Ludwig-Maximilians-Universitat Medi- 
zinische Fakultét, Miinchen, Bavaria, Germany, 1891; served 
on the staff of the Lutheran Hospital; for many years physician 
of the Wartburg Lutheran Home; died Jan. 3, aged 89. 
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David Laurence @ Pittsburgh; University of Pitts- 
burgh School of Medicine, 1930; fellow of the American College 
of Surgeons; on the staff of the Pittsburgh Hospital; died Jan. 9, 
aged 46, of a heart attack. 


Snyder, Z. Hosea ® Hays, Kan.; Keokuk (lowa) Medical College, 
College of Physicians and Surgeons, 1903; died in St. Anthony’s 
Hospital Dec. 9, aged 84, of cerebral hemorrhage. 


Stanwix, George Birch ® Yonkers, N. Y.; Albany (N. Y.) Medi- 
cal College, 1898; past president of the Ninth District Branch 
of the Medical Society of the State of New York; an associate 
member of the American Medical Association; on the staffs of 
the Yonkers General and Yonkers Professional hospitals; died 
Dec. 24, aged 78, of coronary thrombosis. 


Stone, Mary, Pasadena, Calif.; University of Michigan Depart- 
ment of Medicine and Surgery, Ann Arbor, 1896; a missionary 
to China and founder of the Bethel Mission Center of Shanghai, 
China; died Dec. 29, aged 81, of coronary thrombosis. 


Sweet, Mary Frances @ Decatur, Ga.; Syracuse University 
College of Medicine, 1900; fellow of the American College of 
Physicians; died Nov. 19, aged 80, of myocardial infarction and 
aneurysm of the abdominal aorta. 


Sweetser, George William ® Martinez, Calif.; Medical Depart- 
ment of the University of California, San Francisco, 1901; 
affiliated with the Contra Costa County Hospital and Martinez 
Community Hospital, where he died Dec. 14, aged 75, of car- 
cinoma of the pancreas. 


Taylor, Charles Goodman ® New York City; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1907; served 
in World War I; past president, eastern branch of the Medical 
Society of Analytical Psychology; died Jan. 8, aged 70. 


Taylor, Edwin Roy, Benton Harbor, Mich.; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1905; formerly secretary of the Berrien County Medical Society; 
at one time city health officer; died Oct. 31, aged 78, of cerebral 
hemorrhage and hypertensive heart disease. 


Trumble, George W. ® Flint, Mich.; Detroit College of Medicine, 
1905; served as consultant in medicine for Southern Michigan 
Prison; died Dec. 28, aged 77, of cirrhosis of the liver. 

Ustick, Roy Page @ Columbus, Ohio; Starling-Ohio Medical 
College, Columbus, 1909; member of the staff at Benjamin 
Franklin Hospital; physician at the Columbus General Depot; 
died Dec. 31, aged 79, of cardiac failure. 

Wallace, Stratford Corbett, New York City; Cornell University 
Medical College, New York, 1928; on the staff of the New York 
Hospital; died Jan. 9, aged 51, of a coronary attack. 

West, Frederick Orra ® Woburn, Mass.; Harvard Medical 
School, Boston, 1908; served on the school committee and the 
board of health; on the staff of Charles Choate Memorial Hos- 
pital, where he died Dec. 30, aged 71, of myocardial infarction. 


West, William Butler, Chicago; College of Physicians and Sur- 
geons of Chicago, School of Medicine of the University of 
Illinois, 1906; died in Illinois Masonic Hospital Dec. 22, aged 
78, of massive gastrointestinal hemorrhage. 

Whipple, Robert L. ® Cochran, Ga.; Southern Medical College, 
Atlanta, 1896; member of the American Academy of General 
Practice; died Dec. 28, aged 81, of coronary occlusion and 
arteriosclerosis, 

Whitaker, Joseph @ St. Joseph, La.; University of the South 
Medical Department, Sewanee, Tenn., 1908; for many years 
parish coroner; member of St. Joseph Rotary Club; died in 
Monroe Dec. 14, aged 72, of myocardial failure. 

Winocour, Wolf, Lynbrook, N. Y.; University of Glasgow 
Medical Faculty, Scotland, 1915; member of the Medical 
Society of the State of New York; died Jan. 10, aged 62, of 
heart failure. ‘ 

Yeakel, William Kriebel © Seattle; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University of 
Illinois, 1899; member of the Illinois State Medical Society; died 
in the Swedish Hospital Dec. 27, aged 89, of pulmonary em- 
bolism and arteriosclerosis. 

Yost, Paul @ Fairmont, W. Va.; University of Cincinnati College 
of Medicine, 1925; died Dec. 7, aged 56, of myocardial failure. 
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AUSTRIA 


The Effects of Chlorpromazine.—At the meeting of the Society 
of Physicians of Vienna on Dec. 3, 1954, Dr. G. Werner said 
that clinical experiences with chlorpromazine indicated that the 
drug exerts rather interesting effects on the central nervous 
system. In animal experiments there is (1) a reflex and a direct 
inhibition of hypothalamic and medullary pressor centers, (2) a 
suppression of the “sham-rage” of decorticated animals, (3) a 
characteristic change in behavior and in the electroencephalo- 
grams of rhesus monkeys, as well as abolition of conditioned 
reflexes, (4) a blocking effect on the intercalary neurons of the 
spinal cord and on those portions of the formatio reticularis of 
the brainstem that activate or inhibit the reflexes of the spinal 
medulla, (5) an abolition of the thalamocortical synergism on 
isolated brain specimens. Through these effects chlorpromazine 
apparently chiefly changes the waking state and behavior. The 
central antiemetic effect is of practical importance. 


Modern Occupational Medicine.—At the same meeting Dr. 
Lachnit stated that nearly all medical specialties are concerned 
with problems of occupational medicine. The contributions of 
chemistry, of industrial technology, and of statistics are needed. 
The statistical analysis of occupations involving an increased 
risk of cancer and animal experiments might furnish additional 
clues for methods of prevention. The speaker further stated that 
although technical preventive measures have received the greatest 
attention, more recently medical methods of prophylaxis of sili- 
cosis have been investigated, such as the use of aerosols and the 
inhibition of fibroplasia by hormones. 


DENMARK 


Whooping Cough Vaccination.—At a meeting of the Medical 
Society of Copenhagen, reported in Nordisk medicin for Dec. 16, 
1954, differences of opinion over whooping cough vaccination 
representing American and Danish points of view came to light. 
Though there was fair unanimity over the merits of whooping 
cough vaccination per se, doubts were expressed on the Danish 
side with regard to the advisability of combining such vaccination 
with diphtheria and tetanus immunization in a single injection. 
As a representative of the American point of view, and in favor 
of a triple vaccine, Dr. J. Ipsen of Boston pointed out that in 
the last six years a triple vaccine had been used in Massachusetts 
where, during the period 1920 to 1947, there had been between 
200 and 1,000 cases of whooping cough per 100,000 inhabitants 
yearly. During the last five years this rate has fallen below 100 
per 100,000, and the latest figure was 35 per 100,000. During 
the last five year period the whooping cough rate for children 
under 8 years of age was only one-fifth what it had been before 
1949. For children in the age group 8 to 10 the whooping cough 
rate was halved during the same period, whereas it was un- 
changed for persons over the age of 10. Ipsen concluded by 
claiming that the incidence and severity of whooping cough can 
be appreciably reduced by general, voluntary whooping cough 
vaccination of children from the age of 3 months on. He be- 
lieves, however, that such a prophylactic measure could only 
be effective if a whooping cough vaccine were combined with 
diphtheria and tetanus immunization in the so-called triple 
vaccine. Though one Danish speaker was in favor of the triple 
vaccine and attached some importance to the fear experienced 
by children subjected to multiple injections of separate vaccines, 
Danish opinion was on the whole unfavorable to triple vaccina- 
tion. Dr. Jeppe Orskov expressed grave doubts over mixing a 
whooping cough vaccine with diphtheria and tetanus toxoids, 
because the occasional ill-effects of the former might cause 
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reluctance on the part of parents to accept the two toxoids. 
He was, however, in favor of whooping cough vaccination by 
itself. 


Treatment of Arthroses of the Knee.—Dr. Holger Schledermann 
in Ugeskrift for leger, Jan. 13, compared several methods of 
treating arthroses of the knee in 160 patients. Care was taken 
to assure the correctness of the diagnosis, and patients in whom 
there had been signs of an acute infection of the joint were not 
included in this study. The patients were classified according to 
treatment they had been given, such as (1) x-ray treatment, (2) 
massage, (3) short-wave diathermy, (4) hydrocortisone, or (5) no 
treatment. The success of the treatment given was chiefly gauged 
by the relief of pain as reported by the patients. Hydrocortisone 
and short-wave diathermy were about equally successful, but 
the other treatments were less effective. Hydrocortisone was, 
however, superior to short-wave diathermy in that it induced 
immediate relief of pain. The hydrocortisone was given by 
injection into the joint by the proximal lateral corner of the 
patella, without any local anesthesia, after painting with iodine. 
Fluid found in the joint was aspirated as completely as possible 
before the hydrocortisone was injected. Each joint was given 
not more than two or three injections. Arthrosis of the knee 
was found to be about five times as common in women as in 
men, and the patients tended to be overweight as well as elderly. 


Quinacrine for Tenia Infestation—Recent experience with 
quinacrine at the Kolding municipal hospital suggests that it is 
in several respects superior to aspidium as a teniacide. In the 
Journal of the Danish Medical Association, Jan. 13, Dr. O. J. 
Rafaelsen reported on 20 patients who were given 800 mg. of 
quinacrine by mouth, with a little milk or water, after a pre- 
liminary treatment for two days with a low-residue diet and 
laxatives. The medicament was given in eight doses of 100 mg. 
each at intervals of five minutes. In 16 patients the scolex was 
found, and in the remaining 4 the treatment was presumably 
also effective, as no more sections of the worm were found. This 
treatment provoked a moderate degree of nausea in most of the 
patients, and in a few of them vomiting also occurred, but those 
who had been treated earlier with aspidium stated that the dis- 
comfort of quinacrine treatment was much less. Rafaelsen con- 
trasts the by no means negligible ill effects of aspidium treatment, 
such as hemorrhagic gastroenteritis, amblyopia, and convulsions, 
with those of quinacrine treatment, which has stood a severe 
test in the treatment of malaria. Should the scolex not be found 
at once, Rafaelsen is in favor of giving quinacrine next day in 
the same dosage as before. 


Death of Professor Gammeltoft.—The death of Prof. Svend 
Aage Gammeltoft in November, 1954, from coronary thrombosis 
ended a distinguished career. Born in 1883, he began early in his 
medical career to specialize in gynecology and obstetrics. His 
doctorate thesis in 1912 concerned nitrogen metabolism during 
pregnancy. In 1919 he became professor of obstetrics, gynecol- 
ogy, and the diseases of the newborn infant at the University 
of Copenhagen. In 1934, although only 51 years old, temporary 
ill health led him to resign his professorship, but on his recovery 
he took the initiative in 1937 to create a gynecologic polyclinic 
that he headed for barely a year until his health again broke 
down. With indomitable courage he made an intensive study of 
the history of medicine about which he wrote much. He was a 
pioneer in radium treatment of cancer of the uterus. He was at 
one time editor of Acta obstetricia et gynecologica scandinavica. 
He was an honorary fellow of the American College of Surgeons 
and of the Chicago Gynecological Society. Some of his old pupils 
celebrated his 70th birthday by presenting his old hospital de- 
partment with a bust of Gammeltoft. 


Sudden Inexplicable Deaths.—In Nordisk medicin for Nov. 18, 
1954, Dr. Jérgen Voigt analyzed 1,378 postmortem examina- 
tions of children under the age of 2 years whose death was 
sudden and unexplained. Of these, 22 remained inexplicable in 
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spite of a thorough autopsy, which included the examination of 
microscopic sections. If 6 other obscure cases were added to 
the 22, this investigation may be taken to show that about 2% 
of these sudden deaths remained inexplicable—a percentage 
differing greatly from the 14% reported by Moritz and Zam- 
check in 1946. Voigt draws attention to the difficulties encoun- 
tered in showing heat stroke to be a cause of sudden and other- 
wise unexplained death. In such cases the only guide is the 
history of the circumstances preceding the death—a problem 
on a par with sudden deaths presumably due to vaso-vagal shock. 
Status thymicolymphaticus was long thought to explain these 
sudden deaths. This conception has fallen from time to time 
into disrepute but has recently been revived with status thymico- 
lymphaticus not held directly responsible for death but taken 
as a sign of lowered resistance. 


Cancer of the Stomach.—Videbaek and Mosbech (Danish 
Medical Bulletin, vol. 1, no. 7, December, 1954) studied 3,294 
relatives of 302 patients with cancer of the stomach, and 4,782 
persons, in the same age distribution as that of the relatives of 
the cancer patients, but who were related to 390 persons who 
were symptom free, served as controls. It was found that cancer 
of the stomach was four times more frequent among the relatives 
of the patients than among the controls, but the incidence of 
cancer elsewhere in the body among the relatives of the gastric 
cancer patients was not significantly increased. In the relatives of 
patients, 41% of all cancers were in the stomach, and in the 
controls the corresponding figure was only 17%. 


ENGLAND 


Use and Abuse of Antibiotics—At a meeting of the Royal 
Society of Medicine in November, Dr. David Wheatley, a 
general practitioner, said that erythromycin, although it has a 
similar antibacterial spectrum to penicillin, is of little value in 
general practice, owing to the development of resistant strains. 
In general practice “blind” therapy is inevitable, as bacterio- 
logical control of most cases was quite out of the question. Dr. 
Wheatley’s method is to make a diagnosis, give an antibiotic, 
and change to another if no improvement occurs within 36 
hours, remembering that Proteus vulgaris and Pseudomonas 
aeruginosa are insensitive to all antibiotics except the polymyxins. 
Penicillin, the sulfonamides, and streptomycin are synergistic but 
antagonistic to the wide spectrum antibiotics, such as the tetra- 
cycline group. Dr. Wheatley treats pneumonia routinely with 
penicillin and the sulfonamides, and with chloramphenicol if 
there is no response to these. He uses chloramphenicol for otitis 
media and penicillin-streptomycin ointment for burns and local 
infections. He found the oral administration of penicillin dis- 
appointing in pyogenic infections, except in a few children. It 
is impossible to get patients to take penicillin orally at the pre- 
scribed times, particularly at night, although he has obtained 
fairly good results by prescribing 400,000 units of penicillin G 
orally every eight hours on an empty stomach. Usually there is 
a therapeutic response in 18 hours, but if there is none after 
36 hours he changes to one of the sulfonamides or chlor- 
amphenicol. For children he recommends a suspension of 
benzathine penicillin orally (300,000 units per teaspoon), which 
usually clear up the infection in 48 hours. In acute otitis media 
penicillin by mouth must be supplemented by sulfadimidine, 
and chloramphenicol is a second line of defense. 


Prof. L. P. Garrod of St. Bartholomew’s Hospital, London, 
said that penicillin was the antibiotic of choice. He said that 
infections could be grouped into those that could be treated 
immediately with antibiotics (e. g., typhoid with chloramphenicol) 
and those that needed bacteriological study and control, such 
as infections with micrococci and gram-negative organisms, 
which are unpredictable. Micrococci are becoming increasingly 
resistant to all antibiotics. As erythromycin is one of the latest 
antibiotics, Professor Garrod suggested that it should not be 
used extensively but kept in reserve as the last line of defense 
to combat organisms resistant to other antibiotics. One of the 
most dangerous side-effects of chlortetracycline and oxytetra- 
cycline is the production of a severe and sometimes fatal 
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enteritis due to resistant micrococci. The best antibiotic against 
Escherichia coli and Ps. aeruginosa is polymyxin, which may be 
given intramuscularly and intrathecally if necessary. It may be 
lifesaving in some forms of meningitis. Professor Garrod severely 
criticized the use of two or more antibiotics together. Sometimes 
penicillin and streptomycin have to be given together for their 
synergistic effect, as in endocarditis due to Streptococcus fecalis 
or peritonitis after perforation of the intestine, but he doubts 
if there is any other genuine indication apart from these. 


Dr. Lindsey Batten, a general practitioner, thinks that anti- 
biotics are abused. He feels the broad spectrum antibiotics are 
not for minor illnesses and penicillin “umbrellas” are for real 
rainstorms and not summer showers. He said that he would 
continue to treat patients with axillary boils and infection with 
Shigella sonnei by older methods. If penicillin is used the patient 
should first be asked about his previous reactions to antibiotics, 
and epinephrine should always be handy. Owing to sensitization, 
procaine penicillin should never be used if the aqueous form is 
suitable. The oral administration of penicillin is wasteful and 
uncertain in action, and the use of penicillin lozenges is an 
abuse. The fact that the Medical Research Council had to con- 
duct trials to prove the uselessness of antibiotics in the treatment 
of lichen planus, dermatitis herpetiformis, herpes simplex, and 
plantar warts shows how they are wasted. 

Anaphylaxis to penicillin was stressed by Dr. J. D. Nabarro 
of the Middlesex Hospital, London. He wondered if specially 
coated penicillin tablets for oral use might become the standard 
method of prescribing the antibiotic to avoid sensitivity reactions. 
Sensitization might lead to eczema and exfoliative dermatitis in 
patients previously treated with penicillin locally. The carefree 
attitude that penicillin cannot do any harm even if it does not 
do any good is responsible for the production of resistant strains. 
In some hospitals 50% of the organisms responsible for in- 
fections have become resistant to the tetracycline antibiotics. 
The aplastic anemia scare associated with chloramphenicol has 
probably done much good by restricting the use of the anti- 
biotic to patients who really need it. There is also a chance that 
the overuse of antibiotics may prevent the development of 
natural immunity. 

A general practitioner of southeast London, Dr. Fry, said that 
in one year out of 5,000 of his patients at risk 350 needed anti- 
biotics. Oral therapy is abused; parenteral therapy insures that 
the physician gives the treatment and that an antibiotic is really 
necessary. Many sore throats get better without treatment. Dr. 
Fry uses procaine penicillin and changes to another antibiotic if 
there is no response in 48 hours. Dr. Joules of the North Middle- 
sex Hospital advocates sulfonamides for most throat and 
respiratory infections; 96% of pneumonias so treated respond. 
Sir Alexander Fleming said that micrococcic resistance is largely 
the fault of the hospitals. Sir Henry Cohen pointed out that the 
use of the sulfonamides carried risks as well as the use of anti- 
biotics. Antibiotics modify disease patterns and sometimes in- 
crease the difficulty of diagnosis or lead to a new clinical 
picture. In some hospitals every patient is operated on under a 
penicillin “umbrella.” This explains why 50% of the drug bill 
in large hospitals is for penicillin. 


The Future of Surgery.—Sir Heneage Ogilvie, surgeon to Guy’s 
Hospital, London, at a meeting of the Manchester Medical 
Society asked laboratory workers for some new aids to surgery. 
He wants a contrast medium excreted by the pancreas to give a 
reasonably accurate estimate of pancreatic function and a sub- 
stance that when injected into the circulation acts like thrombo- 
plastin and seals cut vessels as soon as blood spurts out. Surgeons 
require a hemostatic liquid that can be sprayed on to the flaps 
as they are turned back and on to the chest wall as the breast 
is removed. “Can we not have a pistol-grip forceps with a 
reservoir in the handle with which we nip each little bleeding- 
point as we meet it, leaving it securely sealed with a drop of 
hemostatic glue?” he asked. He believes that refrigartion holds 
more of a future than hypotensive techniques for diminishing 
blood loss at operation. Refrigeration not only slows the cir- 
culation but diminishes the need for oxygen, and, if only the 
danger of cardiac fibrillation could be overcome, the use of 
refrigeration in surgery could be extended, enabling surgeons 
to work slowly and with the minimum of instruments. 
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Sir Heneage took a gloomy view of the future of surgery in 
the hands of the National Health Service. British surgery has 
always stood high, he said, because it has always been progres- 
sive, and it has been progressive because of the method of natural 
selection, which favors the good and discourages the bad with 
a certainty that the planning of the Health Service cannot do. 
In the pre-National Health Service days it was impossible to 
keep a good man down or a bad man up for long. A good man 
found his niche if he was capable; his colleagues sent him 
patients, and he was assured of an appointment in a good 
hospital. British traditions have now been cast aside, and, in 
place of surgery as a vocation, there is surgery as a guaranteed 
career in the health service. This offers a fixed number of beds 
requiring a fixed number of morning or afternoon sessions to 
look after them, a steady supply of patients, a scheduled income 
rising steadily with seniority rather than ability, little chance of 
promotion however capable one might be, employment to a 
statutory age, however bad one might be, no opportunity of 
further employment after that age, however good at the time, 
and a pension on retirement. One of the most heartbreaking 
problems today is the number of applicants for every consultant 
post in surgery. The surgical aspirant remains in the hope that 
he will slowly move to the head of the queue. If he is not a 
success he remains to block the path of others coming up; if 
he is young and brilliant he must compete for the post he covets 
with many whose seniority and long service may count unduly 
in their favor. 


There is now too great a tendency to collect and display 
multiple degrees and diplomas. It is difficult to reach the short 
list without the master of surgery degree. While the number 
of applicants increases, the number of positions available is de- 
creasing, because often a group of beds that were shared a few 
years ago by, say, five part-time surgeons, who also had private 
work, are now shared by two full-time surgeons. There is now 
a tendency to prefer the regular hours and security offered by 
the welfare state, rather than to run the risks attached to private 
practice. The maintenance of private practice in some form is 
essential for the future advance of British surgery. Professors 
of clinical subjects should be encouraged to conduct private prac- 


tice, which is now forbidden them. Private practice would keep 
them human and humble, because their work would have to 
stand comparison with that of their colleagues. The danger of 
the present position lies in the substitution of a label for reality, 
of an awarded position for an earned position. Surgery has now 
become a nationalized industry in Britain. 


Trichloroethylene in Obstetrics.—‘‘The Use of Trilene by Mid- 
wives” (Medical Research Council Memorandum, No. 30, Lon- 
don, Her Majesty’s Stationery Office, 1954) recommends that 
midwives be allowed to administer trichloroethylene after ade- 
quate instruction with inhalers conforming to a certain specifi- 
cation. All inhalers are required to deliver 0.5% of trichloro- 
ethylene per volume of air (with a permissible variation of 
+20%) and a weaker concentration of 0.35% per volume. The 
Medical Research Council laid down standards of performance to 
ensure the prescribed concentration under all working conditions, 
particularly with respect to variations in the depth and rate of 
respiration and to differences in environmental temperature. 
Many of the inhalers needed adjustment by the manufacturers 
and retesting before they conformed to the specification. This 
suggests that mass production is not likely to be satisfactory. 
The council recommends that each inhaler be tested by an inde- 
pendent officially approved laboratory. Periodic checking is also 
recommended. The clinical trials, which tested the specification 
and not any particular inhaler, included the use of: nitrous oxide 
and oxygen alone, nitrous oxide and air with meperidine, tri- 
chloroethylene alone, and trichloroethylene with meperidine. The 
duration of the first and second stages of labor and the effect 
of the analgesics were recorded, as was the mother’s assessment 
of the analgesia with comparison of analgesia in previous labors. 
The age and parity of the patients were taken into account ih 
comparing the effects of the analgesics or analgesic mixtures, 
as was the condition of the baby. The report states that more 
babies are born blue and pale after the administration of tri- 
chloroethylene to the mother than after nitrous oxide and 
oxygen, a marked excess after meperidine, and the highest pro- 
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portion of all after the administration of trichloroethylene 
and meperidine combined. The local health authorities con- 
cerned in the trial all reported that the midwives using trichloro- 
ethylene preferred it to other analgesics and had no difficulties 
with it. Although neither trichloroethylene nor meperidine is 
without potential dangers, these have not been translated into 
stillbirths, infant deaths within 24 hours, or an increased tendency 
to uterine inertia or hemorrhage. Trichloroethylene is a slightly 
more effective analgesic than nitrous oxide and oxygen, and the 
amnesic effect of trichloroethylene is appreciably greater than 
that of nitrous oxide and oxygen. 

The council, therefore, recommends that midwives, acting on 
their own responsibility, after adequate instruction, be permitted 
to administer trichloroethylene with inhalers conforming to the 
specifications of the apparatus and the concentration of tri- 
chloroethylene laid down. There is no justification for believing 
that concentrations above 0.5% would be safe; indeed fatal 
cardiac arrest has been observed in anoxic patients with con- 
centrations above this. The Central Midwives Board has accepted 
the council’s recommendations. 


Age of Retirement.—The question of the occupation of the 
elderly is dealt with in a report published by the Ministry of 
Pensions and National Insurance (National Insurance Retire- 
ment Pensions: Reasons Given for Retiring or Continuing at 
Work, London, Her Majesty’s Stationery Office, 1954). This 
report shows that only 6.7% of men retiring at the age of 65 
and receiving a pension under the National Insurance Act do 
so because they wish to have a rest or enjoy some leisure. Half 
the total number retire because of bad health or chronic illness. 
Nearly 30% are compelled to retire because of pension sthemes 
or because they are discharged because of age. The reasons given 
by those remaining at work after the age of 65 are financial 
and a preference for work rather than a life of inactivity. Of 
those who were compelled to work after the age of 65 for 
financial reasons, only one-fourth actually wished to stop work. 
If occupation is the best medicine for the aged, the wisdom of 
retirement at 65, even on the grounds of ill health, may be 
questioned. Older patients who have something to live for, who 
have mental as well as physical occupation, can overcome defects 
to which they might otherwise succumb. Many elderly patients 
enjoy better health when occupied. Pension schemes in some 
occupations and trades retire men earlier than in others. Thus 
at the age of 70 between 35% and 40% of men who had been 
employed in the nonmetal mining industry, metal manufacturing, 
and the heavy engineering and shipbuilding industries were still 
working. This contrasts with the figure of 10% still working at 
the same age in local government service, on the railways, and 
in gas, electricity, and water undertakings. It is evident that there 
are many elderly men in enforced idleness today who would 
work if they were permitted to. This might be possible if the 
conditions of employment in some industries were reorganized. 
The importance of medical opinion in enforcing retirement is 
evident from the record that nearly one-fourth of those who 
retired at 65 for reasons of ill health or strain were advised to 
do so by their physicians. Three out of four had actually been 
advised not to retire. There is a need for light or part-time 
employment at age 65, but rigid pension regulations usually pre- 
clude this. Some men continue to work too long for financial 
reasons. This is given as the most important reason by about 
half the men who remain at work after 65. 

The report of the Phillips Committee, appointed to study 
economic provision for the elderly, recommends that retirement 
ages should be raised, by stages, to 68 for men and 63 for women 
(Report of the Committee on the Economic and Financial 
Problems of the Provision for Old Age, London, Her Majesty’s 
Stationery Office, 1954). The difficulty is finding suitable employ- 
ment for persons of this age who are not perfectly fit. 


Tuberculin Sensitivity in Children.—Drs. C. E. Palmer and J. 
Nyboe of the World Health Organization Tuberculosis Re- 
search Office, and Dr. F. A. Nash, director of the South West 
London Mass X-Ray Service, conducted a survey on the sensi- 
tivity of children in the London area to tuberculin (Lancet 
2:1274, 1954). The survey was one of a series carried out with 
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the same technique by the W. H. O. Tuberculosis Research Office 
for the purpose of obtaining comparable quantitative data on 
tuberculin sensitivity from various parts of the world. Because 
the intradermal test with a dose of 5 tuberculin units (T. U.) has 
been found most efficient in many countries for separating per- 
sons presumably infected with tuberculosis from those not in- 
fected, it was the test principally used in this survey. Some of 
the children were tested with 1 T. U. as a common first-dose 
test, and some were given 100 T. U., a common final-dose test. 
Arrangements were made through the London County Council 
and other local authorities to test the children in six schools 
in Fulham and for the testing of patients undergoing treatment 
for tuberculosis in two hospitals well known for this, Colindale 
Hospital in London and Harefield Hospital in Middlesex. About 
1,800 children and 432 tuberculous patients were tuberculin 
tested. The tuberculin used was purified protein derivative from 
the State Serum Institute, Copenhagen, prepared to contain 
0.00002 mg. of powdered substance per tuberculin unit. The in- 
jection was given in the most superficial layer of skin on the 
dorsum of the forearm and the reaction read after 72 hours. It 
was concluded that the 5 T. U. intradermal tuberculin test is a 
suitable single-dose test for identifying tuberculous patients and 
for differentiating the infected and the uninfected among school 
children and young adults. 

The effectiveness of a dose of 1 T. U. was questioned. Al- 
though most of the persons ordinarily classified as tuberculin- 
positive by the test with this dose were probably infected, those 
classified as tuberculin-negative represented a mixture of infected 
and uninfected who could be separated only by retesting them 
with a slightly stronger dose of tuberculin. There seemed to be 
little justification for using a dose as strong as 100 T. U. in 
screening a population for infected persons. When those with 
little or no reaction to 5 T. U. were tested with 100 T. U. the 
results failed to bring out a distinguishable group that could be 
called positive. A few of those with large reactions to 100 T. U. 
may have been infected but were missed by the 5 T. U. test. Their 
reactions, however, did not enable them to be distinguished from 
the uninfected. In the opinion of Palmer and his colleagues 
recent studies show that almost all the reactions to 100 T. U. 
are nonspecific for tuberculous infection. They represent a low- 
grade type of tuberculin sensitivity that has nothing to do with 
tuberculosis. 


Breast Feeding.—Dr. F. E. Hytten of the University of Aber- 
deen has investigated the incidence of breast feeding and the 
reasons for the failure of mothers to nurse their infants (Brit. 
M. J., 2:1447, 1954). Hospital returns, covering the whole of 
England and Wales, show that 85% of about 350,000 infants 
were wholly breast fed when they left the hospital, but such 
statistics give no indication of the number of women who will 
still be breast feeding two or three months later, since there is 
a rapid decline in the incidence of breast feeding after leaving 
the hospital. Poor lactation or insufficient milk is responsible 
for about 40% of artificial feeding at the time of leaving the 
hospital. The causes “ill baby,” “maternal opposition,” and 
“poor nipples” accounted for 16.6%, 14.7%, and 10.5% of 
failures respectively. Such causes as “sore nipples,” “poor 
feeder,” and “maternal disease,” together contributed less than 
20% of the failures. Differences in the ability to produce milk 
may be genetic in origin. Actual milk production tends to de- 
cline with increasing maternal age and is impaired by such added 
physical stresses as operative delivery. The proportion of failures 
and feeding difficulties decreases up to and including the third 
pregnancy, followed by an increase in women of higher parities. 
There is also a highly significant association between the gen- 
eral physique and health of the mother and her breast feeding 
performance in the hospital. Social class make little difference 
to the incidence of breast feeding; if anything mothers in the 
upper social groups had a slightly better record for breast feed- 
ing than those in the lower social groups. “Maternal opposi- 
tion,” revealed as a general noncooperation, or more often as 
a firm refusal to nurse, ranked third in importance as a reason 
for artificial feeding in the hospital. It was commoner in older 
than younger women. Nevertheless, experience showed that the 
young woman who is apparently willing to nurse her baby in 
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the hospital reverts to artificial feeding more often than the 
older woman soon after she leaves the hospital. Separation of 
the mother and baby during the lying-in period, usually because 
of prematurity, accounted for about 17% of failures to nurse in 
the hospital. A surprising discovery was that the obstetrician’s 
prediction of ability or inability to breast feed from examination 
of the nipples during antenatal examination was often wrong. 
Most (84%) of those whose nipples were considered by the 
obstetrician to be probably incapable of adequate lactation had 
no difficulty in breast feeding, even though they had no treat- 
ment of the nipples during pregnancy. This suggests that the 
traditional criteria of what constitutes a poor nipple are un- 
satisfactory, or that forecasting of the effects of poor nipples 
is unreliable owing to spontaneous improvement during the 
course of pregnancy. 


Failure of New Treatments for Gastric Ulcer.—Two recently 
introduced treatments for peptic ulcer, the administration of 
cabbage juice and a proprietary preparation of gastric and in- 
testinal tissue extracts known as Robaden, have been assessed 
by Dr. Richard Doll and Dr. Frank Pygott of the Central 
Middlesex Hospital, London (Lancet 2:1200, 1954). The use of 
cabbage juice in the treatment of gastric and duodenal ulcer was 
recommended by Cheney (Calif. Med. 77:248, 1952) on the 
grounds that it contains a factor, “vitamin U,” that prevents 
the development of histamine-induced gastric ulcers in guinea 
pigs. Cheney gave as much as a quart of cabbage juice daily 
to patients with peptic ulcer and concluded that it hastened the 
healing time. Robaden, which has been used in Europe for the 
treatment of ambulatory peptic ulcer patients on unrestricted 
diets, has been the subject of several clinical trials, nearly all 
of them uncontrolled. The preparation is given orally and by 
intramuscular injection. Doll and Pygott divided their patients 
with ulcers into four groups at random, and each group was 
treated in one of four ways: (1) Robaden and cabbage juice; 
(2) Robaden alone; (3) cabbage juice alone; and (4) controls with 
neither Robaden nor cabbage juice. There were 24 patients in 
each group, except the group treated with Robaden, which con- 
tained 36. All these patients were confined to bed in the hospital 
ward. In addition, in view of the claim that Robaden is of 
particular value in the treatment and prevention of relapse in 
ambulatory patients with ulcers who are on a full diet, 100 out- 
patients who had a gastric ulcer at some time were given 
Robaden orally or an inert tablet to resemble it. The trial was 
a “double-blind” random one. Inpatients were treated for three 
months, and ambulatory patients were given Robaden by 
mouth for a year. The patients treated with cabbage juice re- 
ceived 1 liter daily. According to Doll and Pygott, cabbage 
juice has no visible effect on the healing time of a gastric ulcer; 
in 11 patients in both treated and control groups the ulcer niche 
diminished in size by two-thirds or more in a month. Relief 
from pain was the same in the two groups. Similarly no definite 
effect of Robaden on either pain or healing was noted. The 
results were no better than those observed in the controls. 


Staffing of Mental Hospitals—The Royal Medico-Psychological 
Association (R. M. P. A.) has reported on the staffing plight of 
mental hospitals (Shortage of Mental Nurses, London, R. M. 
P. A., November, 1954). It states that although recruitment for 
general nursing has improved since the war, owing to better pay 
and better working conditions, that for mental nursing has shown 
little improvement. At the beginning of this year 1,640 mental 
hospital beds were unoccupied through lack of nurses. The 
shortage could be remedied by employing women without a full 
mental nursing qualification, to be known as enrolled assistant 
nurses. A parallel grade exists in general hospitals already. The 
R. M. P. A, suggests engaging “nursing assistants” and giving 
them a simple basic training without a certificate at the end of 
the course. The dwindling supply of nurses in mental hospitals 
Has been attributed to lack of ambition in young entrants to 
mental nursing. It is far more likely to be due to the fact that 
student nurses, male and female, can earn far more in industry 
than in nursing, which carries such unpopular tasks as evening, 
night, and week-end work, apart from some of the unpleasant 
duties associated with nursing. Adequate pay in comparison with 
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other employment might compensate for these unattractive 
aspects of the profession. Men and women can only be attracted 
to mental nursing by paying them sufficiently, says the report. 
Payment, however, is not the complete answer to this nursing 
problem. Enlightened public opinion on mental care, careful 
selection of recruits, and the right atmosphere in the training of 
recruits are also important. The mental hospital should have a 
training committee that brings together physicians, nurse tutors, 
matron, and chief male nurse under the leadership of the medical 
superintendent. Above all the student nurse should be regarded 
as a member of a team. 


Cost of Drugs.—An article in the Financial Times states that 
the annual sales of the drug industry in Great Britain are 
$280,000,000. This is divided into three roughly equal propor- 
tions, to the National Health Service, to over-the-counter cus- 
tomers in drug stores, and to exports. Sales to all outlets have 
grown and the trend seems likely to continue. While the National 
Health Service has been responsible for an increase in drug 
sales, it has had little adverse effect on over-the-counter sales 
to the private purchaser. Of these sales four-fifths are pro- 
prietary medicines. As long as the advertising of medicaments 
is maintained at its present level, self-medication and the private 
purchase of drugs from the drug store may be expected to con- 
tinue to be as large as they are at present. Since the National 
Health Service started drug sales have increased, and it is doubt- 
ful if they can be seriously reduced. A comparison between 
prescription costs in Britain and the United States has recently 
been made. Although the average cost per prescription in the 
United States is about $2, that in Britain is 56 cents. On the 
other hand, the cost per capita is $3.92 in Britain, compared with 
$5.11 in America. This comparison implies that more prescrip- 
tions per capita are filled in Britain than in America and that 
more drugs are poured down the British than the American 
throat in the same period of time. It is unlikely that exhortations 
from the Ministry of Health will make much difference to the 
consumption of drugs in this country. 


Telecobalt Unit for Cancer Treatment.—Britain’s first telecobalt 
unit for the treatment of cancer was officially opened at the 
Bristol General Hospital by Sir Ernest Rock Carling. The unit, 
designed by the hospital staff and built by the department of 
engineering at Cambridge University, is claimed to be an im- 
provement on existing units. It does the work of a 3 million 
voit roentgen ray machine at much less cost. The unit is capable 
of treating 30 patients a day. 


MEXICO 


National Assembly of Surgeons.—Since the first National 
Assembly of Surgeons in 1934, there has been a meeting every 
two years. The 11th took place in November. Dr. Jacques 
Mialaret of Paris stressed the importance of a special technique 
for preventing gastroesophageal reflux after the repair of dia- 
phragmatic hernias. This consists in placing a suture at the 
cardia between the fundus and the esophagus, thus forming a 
pleat at the entrance of the esophagus into the stomach. For 
the first time the clinicopathological conferences were carried 
out with the audience participating not only in the theoretical 
discussions but also in the formulation of the diagnosis. These 
sessions were directed by moderators who knew the diagnosis 
of each case and who were thus able to steer the discussions 
along appropriate lines. An important motion was carried out 
by the Mexican Institute of Social Security. This motion pro- 
posed that a national commission, with representatives from di- 
verse government agencies, be created for the rehabilitation of 
invalids. One innovation at the meeting was the showing of a 
stereoscopic or three-dimensional film of a surgical operation. 


Problems of Nutrition and Growing.—The first Continental 
Reunion for the Study of Problems of Nutrition and Growing 
was held in Mexico City in July under the auspices of the 
Mexican Association of Pharmacology and Therapeutics. 
Among the many papers that were presented was one in which 
Dr. F. Eguiarte reported that the administration of methyltestos- 
terone to premature infants for two or three weeks stimulated 
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growth and a gain in weight. Methandriol may be used for the 
same purpose, as it has no secondary virilizing effects in the 
patient. 


SWEDEN 


Legal Induction of Abortion.—Proposals for reform of the 
legislation at present in force regarding the legal induction of 
abortion were discussed at a meeting in June. Although much 
alarm has been provoked by the practical outcome of the legis- 
lation of 1938 and 1946, little unanimity is to be found over 
remedial measures to be taken. It is proposed that laymen 
experienced in the social aspects of the problem should play a 
more important part than they have done in the past in this field. 
It is also proposed that decentralization of the administration of 
the present laws should be effected so that the persons adminis- 
tering them would b@ in closer personal contact with the appli- 
cants for abortion. It has been suggested that a nationwide 
organization should be created for the provision of education 
and advice with regard to all the factors contributing to the 
problem of induced abortion. 

While it is difficult to obtain reliable figures with regard to 
the frequency of criminal abortions, the figures dealing with legal 
abortions are both accurate and disquieting. After the law of 
1938 came into force, the number of legal abortions was at first 
about 500 a year. Between 1943 and 1951 this number was 
increased by about 1,000 every year, and in 1951 more than 
6,000 legal abortions were induced. Since 1951 there has been 
a slight decline, but the total number of such abortions from 
1939 to the present must now exceed 45,000. This figure, for a 
population of only some 7 million persons, is impressive. One 
of the speakers at the meeting in question calculated that about 
70% of these abortions concerned women who were married 
or living in some more or less permanent partnership, whereas 
the remaining 30% were single women. About 70% of all the 
legal abortions are performed on psychic or physical health 
indications. According to one speaker only about 10% of the 
legal abortions are now performed on strictly medical, humani- 
tarian, or eugenic indications, the rest reflecting social conditions 
reducing the vitality of the expectant mother. To draw the line 
between such debility and medically demonstrable disease is 
often most difficult. With regard to the threat of suicide as an 
indication for the legal induction of abortion, observations made 
at a psychiatric clinic in Gothenburg showed that, of 344 
women refused legal abortion, 62 had threatened to commit 
suicide. Not one of them actually did so. How often suicide 
would have been committed by the women who threatened it 
and whose request for an abortion was granted is a moot point, 
but these figures stress the value of an expert psychiatric opinion 
in this field. Whether the criminal abortion rate has risen or 
fallen since the introduction of the legal induction of abortion, 
the former evidently still enjoys a wide vogue, particularly 
among the unmarried, because of its freedom from formalities 
and from the prospect of a refusal and because since 1945 the 
general use of antibiotics has greatly reduced the dangers attend- 
ing criminal ahortion. 


Electroshock for Pregnant Women.—Dr. Hans Forssman of the 
University Psychiatric Hospital in Gothenburg has investigated 
the allegation that electroshock therapy in pregnant women may 
permanently damage the fetus. He made a follow-up study of 
16 children whose mothers were given electroshock treatment at 
the Sahlgrenska Hospital in the period 1947 to 1952 (Nordisk 
medicin for Oct. 28, 1954). These mothers received a total of 
64 shock treatments (not including abortive shocks), the last 
of them having been given at about the beginning of the fourth 
month of pregnancy. The ages of the 16 children ranged from 
16 months to 6 years and 9 months (average 4.1 years). This 
follow-up examination failed to show any sign of defective 
development. The appearance of this preliminary report was 
prompted by the necessity for at once challenging the rather 
alarming speculations already expressed in the medical press 
with regard to the alleged production of mental deficiency in 
children whose mothers received electroshock treatment while 
they bore them in utero. 
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CORRESPONDENCE 


PREANESTHETIC MEDICATION 


To the Editor:—After reading THE JourNAL of Jan. 15, 1955, 
I feel like the poor female patient walking into the hospital 
clinic. One sign says “Sterility Clinic” and the other says “Con- 
traceptive Clinic,” and the poor patient knows not which way 
to turn. On page 233 Drs. Pratt and Welch state that patients 
who were given morphine sulfate and atropine preoperatively 
received about 11% less anesthetic (thiopental sodium) than 
those receiving hyatrobal (a combination of drugs among which 
is nembutal), yet on page 243 of the same JourNAL Dr. Beecher, 
in a guest editorial, states in the “unknown technique” there 
was no significant change in the amount of thiopental (Pentothal) 
sodium used when morphine was given as preoperative medi- 
cation. 

In all seriousness, I hate to see such a wonderful drug as 
morphine condemned as preoperative medication by Dr. Beecher. 
To me, one statement does not and should not condemn the 
work of hundreds of pharmacologists who say morphine pro- 
duces a state of euphoria. Euphoria is what we want in a patient 
about to be anesthetized. A patient comes to the operating room 
with a fear of the unknown. A person fears death because of 
the unknown factor, and he fears the anesthetic because of an 
unknown factor, a loss of consciousness and what lies thereafter. 
It has been my experience that no drug equals morphine in pro- 
ducing euphoria in which, to quote Browning, “God’s in his 
heaven, and all’s right with the world.” How many patients 
have we seen, ill in bed, depressed and fearful of the outcome, 
given morphine to raise their spirits. Dr. Beecher states that 
the majority of patients become dysphoric from morphine, while 
the majority of addicts become euphoric under morphine. This 
is a typical example of placing the cart before the horse. A 
narcotic addiction is an acquired disease. not a congenital one. 
The addict is a normal person who is introduced to morphine 
by a friend, and he continues taking it not because he likes the 
feel of a needle stick but because of the euphoria produced, the 
lift, the feeling that life is worth living. If morphine produced 
dysphoria in the majority of patients, the narcotic problem 
would be licked. No one wants to feel bad. 

Please let no editorial in THE JouRNAL condemn the finest 
preoperative medication we have. If I can produce euphoria in 
my patients, I feel that my job as an anesthesiologist is well done. 
No other drug can equal morphine in this respect. 


ALLEN WIDoMmE, M.D. 
Chief of Anesthesiology 
Columbia Hospital 
Washington, D. C. 


MISSING HOSPITAL PATIENT 

To the Editor:—We should like to offer some information which 
may serve as a warning against a patient whom we recently 
had on our medical wards, named Leo Lamphere. The patient 
is a merchant seaman and former professional wrestler whom 
we believe to be a professional “hospital bum,” psychopath, 
and possible Demerol addict. Since 1950 the patient has appar- 
ently been working his way from hospital to hospital complain- 
ing of chest pain, hemoptysis, and leg symptoms representing an 
old recurrent thrombophlebitis. 

When admitted here he was headed east from San Francisco 
and had been hospitalized in Oakland, Calif.; in Montana; and 
in South Dakota. A boisterous, childish, difficult man, he has 
enough real pathological conditions to excite the interest and 
sympathy of the average doctor. While at this hospital he had 
repeated bronchoscopies, bronchograms, and chest films, all of 
which were normal. No real chest lesion had been found by 
any of the hospitals which he had visited in the few months 
before coming here. He was also hospitalized in Cleveland and 
in Indianapolis in 1950 for the same complaints, and no real 
lesion was found there except for the thrombophlebitis and sur- 
gical scars from previous appendectomy, umbilical hernia re- 


pair, and bilateral renal explorations. He usually contacts the 
Mennonite minister in the town in which he finds himself. Be- 
cause of an anemia, elevated reticulocyte count, and the finding 
on examination of the material which he coughed up that it was 
actually blood, it was thought possible that the patient was 
needling his own arm and sucking blood therefrom. No oral 
lacerations were ever found. 

While at this hospital he repeatedly signed himself out, only 
again to cough up voluminous amounts of blood and be re- 
admitted. When threatened with restraints because of refusal 
to stay in bed the patient attempted suicide by slashing his leg. 
He was accepted for admission to the state mental hospital at 
Mount Pleasant, Iowa. Before transfer could be effected he again 
attempted suicide by slashing his femoral artery with a razor. 
After transfer to the state mental hospital he attempted escape 
the first night he was there, pulled the sutures from his leg, and 
finally, after a few weeks, did actually escape. He has not been 
heard from since Oct. 22, 1954, the day of his escape. We think 
that he was most likely headed for the Chicago area. We should 
very much appreciate any follow-up information on this man 
and will be more than glad to furnish any additional informa- 
tion on request to anyone interested. 


JOHN S. CHAPMAN, M.D. 
Department of Internal Medicine 
State University of lowa 
University Hospitals 

Iowa City. 


SURGICAL CLOSURE OF VENTRICULAR 

SEPTAL DEFECT 

To the Editor:—In the March 20, 1954, issue of THE JouRNAL, 
page 986, we published a report of the first closure of a ven- 
tricular septal defect by direct suture employing a “closed tech- 
nique.” We wish at this time to give the follow-up report on 
this patient. To briefly recapitulate, this patient was a 19-year- 
old white girl who had had known congenital heart disease since 
birth. Because of this she always restricted her activity. She 
was only partially disabled by her disease, the main symptom 
being dyspnea upon exertion. Preoperative cardiac catheteriza- 
tion studies revealed a pressure within the right ventricle of 
80/3 mm. Hg. There was a significant left-to-right shunt flow 
demonstrated by the oxygen studies, which showed 13 vol. % 
in the superior vena cava, 12.5 vol. % in the inferior vena 
cava, 14.27 vol. % in the right atrium, and 15.9 vol. % in the 
right ventricle. From experience gained in the treatment of 
atrial septal defects as well as observation of patients with ven- 
tricular septal defects with pressures within this range who sub- 
sequently, over a period of one to two years, became invalided 
as a result of the pulmonary hypertension, vascular sclerosis, 
and oxygen desaturation, we felt that this patient was in in- 
cipient danger and advised surgical closure. The operation was 
performed in May, 1953. 

This patient has been completely relieved of symptoms. There 
is no restriction of activity. In October, 1954, she was reevalu- 
ated. A systolic murmur was still present but differed in char- 
acter from that noted preoperatively. Roentgen examination of 
the chest showed a diminution in size of the heart and hilar 
vessels. The cardiothoracic ratio was 12.7/26.5 cm. Catheteri- 
zation studies showed a reduction in the right ventricular pres- 
sure. There was no significant shunting of blood. The pressure 
within the right ventricle had fallen from 80/3 to 40/4 mm. 
Hg. There was 11.07 vol. % of oxygen in the superior vena 
cava, 12.21 vol. % in the inferior vena cava, and 12.69 vol. % 
in the right ventricle. The sample taken from the right auricle 
was in the region of the coronary sinus. This patient shows sub- 
jective as well as objective improvement. 

There is no question about the desirability of closure of sig- 
nificant ventricular septal defects. The problem should be 
focused on the perfection of surgical techniques and the crystal- 
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lization of the indications and contraindications for surgical 
intervention. One fact that has been gained is that such defects 
must be closed, if any benefit is to be derived, not only before 
they become complicated but also before permanent, irreversible 
damage to the pulmonary circulation develops. In our experi- 
ence, infants and children with ventricular septal defects have 
shown evidence of elevated pulmonary pressures and failure at 
a much earlier age than those with atrial septal defects. Clinical 
appraisal of these patients is not enough. Opinions must also 
be based upon catheterization findings. We would postulate that 
any patient with a left-to-right shunt who also has a significant 
elevation of right ventricular or pulmonary artery pressure is 
a candidate for consideration for surgical closure, unless other- 
wise contraindicated. If the pressure is not significantly elevated 
such a patient may be followed closely with catheterization 
studies performed at one to two year intervals. Percentage of 
shunt flow, the right ventricular or pulmonary artery pressure, 
and the degree of arterial saturation must be correlated. Our 
studies have shown that when the ventricular pressure is over 
90 mm. Hg in the presence of arterial saturation of less than 
90 vol. % irreversible damage has taken place and it is probably 
too late for surgical intervention. Other factors, however, must 
also be taken into consideration. These are the age of the pa- 
tient, the duration during which elevated pressures have existed, 
the size of the heart, the degree of pulmonary vascularization, 
and the pulmonary reserve. Surgical techniques will vary with 
the age and size of the individual. Present techniques will be 
improved upon. One must weigh the risks of operation against 
the dangers of waiting. At the present we feel that the “closed 
technique” would be best employed in the older age group; in 
the smaller children and infants we have been suturing the defect 
successfully under direct vision, using cross circulation in which 
a donor (usually the parent) is used to oxygenate the blood and 
a pump is used between the two to regulate the blood flow, as 
advocated by Warden, Lillehei, and their associates. This tech- 
nique to date shows promise of being a valuable contribution. 
By using cross circulation it has also been possible to close the 
ventricular septal defects as well as to correct valvular stenosis 
and overriding of the aorta in an infant with tetralogy of Fallot, 
although this patient died later of a pulmonary complication. 

Ventricular septal defects are a real threat to life, which re- 
quires the utmost cooperation between the physician, the pedi- 
atrician, the internist, the surgeon, and the anesthesiologist to 
successfully combat the problem. 


EarLe B. Kay, M.D. 

F. S. Cross, M.D. 

10465 Carnegie Ave., Cleveland. 
H. A. ZIMMERMAN, M.D. 

Hanna Bldg., Cleveland. 


AUTOCLAVED EPINEPHRINE 

AND SPINAL ANESTHESIA 

To the Editor:—The article “Long-Term Follow-Up of Patients 
Who Received 10,098 Spinal Anesthetics” in the Dec. 18, 1954, 
issue of THE JoURNAL, page 1486, contains the statement, 
“Ampules . . of epinephrine 1:1,000 were stored in 70% 
isopropyl alcohol colored with methylene blue,” in the descrip- 
tion of the technique used by the authors for the administration 
of the anesthetic. This would indicate that the authors do not 
autoclave the epinephrine ampul, as was their practice in 
sterilizing the anesthetic agents that they felt could be autoclaved. 
Because of this, 1 thought the following observations might be 
interesting. During the past 18 months, 1,406 operations were 
performed on patients under spinal anesthesia, using anesthetic 
agents that had been autoclaved on the spinal tray as one unit. 
Two hundred ten of these operations were performed on patients 
under spinal anesthesia wherein epinephrine 1:1,000 that had 
been autoclaved on the spinal tray was administered along with 
the anesthetic agent. One hundred thirty-three of these operations 
lasted more than one and one-half hours, in one instance more 
than four hours, with satisfactory anesthesia. The total duration 
of the anesthesia was not recorded, since after the patients leave 
the amphitheater they are not observed by the anesthetist. Basing 
my opinion on the above observations, it is my impression that 
a single autoclaving of the epinephrine ampul does not materially 
alter the desired clinical effect of prolonged duration. 
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One hundred eighty-one additional operations were performed 
on patients who had received spinal anesthetics to which epi- 
nephrine had been added after having been autoclaved, but these 
spinal anesthetics had been intentionally combined with a general 
anesthetic. The duration of the anesthesia could not be accurately 
determined, but relaxants were rarely needed. A total, then, of 
391 operations were performed on patients under spinal anes- 
thesia wherein the epinephrine ampul had been autoclaved on 
the spinal tray and the drug combined with the anesthetic agents. 
To date, no neurological complications, aside from headaches 
in an incidence of less than 3%, have been observed or reported. 


Davip J. Massa, M.D. 

Acting Chief of Anesthesiology 

U. S. Public Health Service Hospital 
Baltimore 11. 


ANESTHETIST AND SURGEON: GOOD TEAMWORK 
To the Editor:—Dr. Amos R. Koontz, in a letter to the Editor 
in THE Journat of Dec. 25, 1954, page 1628, discusses poor 
cooperation between the anesthetist and the surgeon to the 
detriment of the patient. The gist of his argument is that violent 
postoperative struggling due to tracheobronchial suction or pain 
in a patient inadequately protected by anesthesia or analgesics 
may be disastrous to the suture line. According to Dr. Koontz, 
this is the time when incisional hernias develop, not later in the 
postoperative period. 

The conscientious and well-trained medical anesthesiologist 
is just as anxious to help in the cure of the surgical patient as 
is the surgeon. His role is to expedite surgical manipulations, 
and often he must produce conditions of anesthesia that are 
distinctly harmful to the patient, using depths or agents which 
may not be necessary for other surgeons. Time is a vital factor 
as well; a number of the younger surgeons are oblivious to both 
the clock and the calendar. Surgeons, patients, and lawyers would 
have us administer only thiopental (Pentothal) sodium and 
nitrous oxide; ether causes too much postoperative nausea, 
cyclopropane is explosive and increases bleeding, and spinal 
anesthesia is too dangerous from the standpoint of headaches, 
backache, or even permanent neurological complications. Re- 
cently, Beecher and Todd (Ann. Surg. 140:2 |July] 1954) have 
found that the use of curare or other relaxants for surgical 
relaxation in combination with other anesthetic agents adds con- 
siderably to anesthetic mortality (a finding that is disputed by 
other serious-thinking anesthesiologists in the United States and 
in England). There was a recent attempt by a state legislature to 
bar the use of Pentothal in children under the age of 16. Where 
do these impediments leave the well-trained anesthesiologist? 
The surgeon is of little help, because local anesthesia has become 
a lost art. Actually, a well-conducted anesthesia with nitrous 
oxide-oxygen and ether will give good relaxation and minimal 
postoperative distress and analgesia for the period that is con- 
sidered vital by Dr. Koontz. The same can be achieved by 
meperidine (Demerol) supplements to nitrous oxide anesthesia 
during the course of surgery, in place of increasingly large doses 
of Pentothal (a good hypnotic but a poor analgesic) as surgery 
continues. Local anesthesia in conjunction with light general 
anesthesia does not impair wound healing and makes the task 
of the anesthesiologist infinitely easier. It also gives some post- 
operative pain relief. For many operations spinal anesthesia is 
ideal, for, in addition to optimum relaxation, pain relief extends 
into the postoperative period. Yet how would Dr. Koontz explain 
the hernia that develops after spinal anesthesia, where “violent, 
struggling convulsions” can have no part in its origin? Many 
patients remember the cough that started a wound dehiscence. 

As important as the cure is the prevention of serious or fatal 
complications, chiefly respiratory. Endotracheal intubation is not 
routine, nor is suction through the tube at the end of surgery. 
But the mechanical cleansing of secretions is an important factor 
in the prevention of postoperative atelectasis or pneumonia. As 
shown by the important studies of Barnett A. Greene and associ- 
ates (New York J. Med. 52:1871, 1952; 53:1976, 1953. Ann. 
Int. Med. 37:723, 1952; 40:729, 1954), “if a patient leaves the 
operating room with a clear tracheobronchial tree and this con- 
dition continues until he has regained his ability to cough vigor- 
ously, the risk of atelectasis and pneumonia is almost entirely 
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eleminated.” They have shown that smoking is associated with 
bronchitis and that bronchitis predisposes to postoperative pul- 
monary complications. In a control group of 822 operations 
(628 or over 75% being gastric or biliary), atelectasis or pneu- 
monia occurred in 79 patients, with two deaths. When patients 
were treated vigorously by postoperative tracheal suction and 
cough urging for several days, atelectasis occurred but once after 
5,763 operations, which included 582 operations: for peptic ulcer 
or gallbladder disease. Atelectasis is also a common complication 
of hernia surgery. 

I believe that surgeons should spend time administering sur- 
gical anesthesia before blaming the anesthetist for all the compli- 
cations that occur during and following surgery. 

Wit.tis G. Watrous, M.D. 
660 E. Santa Clara St. 
San Jose, Calif. 


TRACTION FOR HERNIATED CERVICAL DISK 


To the Editor:—Dr. Henry A. Schenkin’s article, “Motorized 
Intermittent Traction for Treatment of Herniated Cervical 
Disk,” in THe JourNAL for Nov. 13, 1954, page 1067, which 
extols the virtues of intermittent traction as a means of restor- 
ing cervical lordosis in patients who suffer from cervical nervous 
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Above, Levernieux method of cervical traction. Below, Godet-Neuwirth 
table for lumbosacral traction. 


compression syndromes, brings to mind the suggestion that, to 
render spinal traction effective, it is necessary to apply the same 
amount of tractive force to both ends of a short segment of the 
vertebral column. The principle of biterminal traction, derived 
from the roentgenologic, experimental, myelographic, disco- 
graphic, and nucleographic studies, particularly of de Séze and 
Levernieux, governs the construction of modern traction tables 
for the application of controlled spinal (vertebral) traction (see 
illustration). 
Eucene NeuwirtH, M.D. 
275 Middle Neck Rd. 
Great Neck, N. Y. 


EDUCATION IN ALLERGY 


To the Editor:—I have just read Dr. Feinberg’s editorial “Edu- 
cation in Allergy” in the Jan. 8, 1955, issue of THE JouRNAL, 
page 146. I enjoyed it very much and feel that the message 
therein contained is a very timely one. I was particularly in- 
terested in the following quotations from his editorial: 1. “Our 
larger immediate problem is not discovery of new facts but rather 
the education of the physician in the facts already known about 
allergy.” 2. “A large percentage of the rhinologist’s patients have 
allergic symptoms as their complaint.” 3. “What has been done 
to provide for education in allergy of the medical profession as 
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a whole?” 4. “Intensive postgraduate courses are given from 
time to time, usually for periods varying from two to five days, 
by such organizations as the American College of Physicians, 
the American Academy of Allergy, and the American College 
of Allergists.” 

In line with his thoughts on the matter, I felt you would be 
interested to know that since 1941 the American Society of 
Ophthalmologic and Otolaryngologic Allergy has been actively 
engaged in vigorously promulgating the study of the diagnosis of 
and the management of allergy, as it so frequently (as he has 
stated) occurs in our field. Our society has at present members 
throughout the United States, Canada, and Cuba and one mem- 
ber even as far as Bangkok, Thailand. The society has been 
holding two national meetings each year. Through the medium 
of the Hansel Foundation an intensive one week course has been 
given each year, available to eye, ear, nose, and throat specialists 
who are interested in learning more about allergy as it applies 
to our field. As you see, our group is trying to do something 
concrete about the problem Dr. Feinberg has so succinctly 
presented. 

F. LaMBERT McGannon, M.D. 

American Society of Ophthalmologic and 
Otolaryngologic Allergy 

14595 Madison Ave. 

Lakewood 7, Ohio. 


To the Editor:—The editorial, “Education in Allergy,” by Dr. 
S. M. Feinberg, in THE Journat of Jan. 8, 1955, page 146, was 
excellent. In this connection, one of the first schools to stress 
the importance of teaching allergy was the University and Belle- 
vue Hospital Medical College (now New York University 
Medical College). In 1923, I was assigned to a New York City 
municipal tuberculosis hospital to see how many patients were 
there suffering from allergic bronchial asthma and not active 
tuberculosis. We found more than a few, including one who 
was considered to have an advanced case, yet became well 
clinically after care for a feather allergy. The x-ray findings in 
this case were misinterpreted, not an infrequent occurrence even 
today (J. A. M. A. 147:1765 (Dec. 29] 1951; 148:570 (Feb. 16} 
1952; 147:526 [Sept. 29] 1951). With the collaboration of the 
late Dr. George B. Wallace, professor of pharmacology, an active 
teaching clinic was formed at the above school in 1926 and, 
even at that early period in allergy progress, emphasized the 
importance of morphine allergy, particularly in its administra- 
tion postoperatively to one sensitive to that drug. Careful allergy 
histories should be a part of the record of all patients. 


Davip L. ENGELSHER, M.D. 
178 E. Mt. Eden Ave. 
New York 57. 


SURVIVAL AFTER MASTECTOMY 


To the Editor:—In the article “Survival of Patients with Car- 
cinoma of the Breast” by Drs. Small and Dutton in THe JouRNAL 
for Jan. 15, 1955, page 216, it was stated, “Analysis of survivals 
of patients with carcinoma of the breast . . . indicates that it 
is doubtful if many more persons are cured by radical mastec- 
tomy than by other forms of treatment.” Other statements were 
made which inferred that surgery was even worse than this. In 
this article there were graphs that revealed that, in patients 
aged 71 and over who had surgery, approximately 55% lived 
five years. In this same age group, of those who did not have 
surgery approximately 25% lived five years. It would seem to 
me more reasonable to give a patient a 55% chance to live five 
years after having surgery rather than a 25% chance without 
surgery. This same difference of percentages between operative 
and nonoperative groups was shown in all the age groups in 
1,000 cases and proved that surgery allowed more than twice 
as many people to live 5 or 10 years. Is not surgery, then, the 
proper treatment? This matter is brought up due to the fact 
that other medical journals have quoted similar statements in 
an attempt to discredit surgery in the treatment of cancer of 
the breast, and at least one journal has already quoted this 
article for a similar reason. 

ROLAND T. Smit, M.D. 

529 Frisco Bldg. 

Joplin, Mo. 
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VETERANS ADMINISTRATION 


Veterans Hospitals Completed During 1954.—The new Veterans 
Admunistration hospitals illustrated on this page were com- 
pleted during the calendar year 1954. As of Jan. 31, 1955, 
there was a total of 168 hospitals in operation under the Veterans 
Administration, with a total bed capacity of 124,715. As of 
Dec. 31, 1954, there were six hospitals in progress, one con- 
struction contract awarded, and two hospitals for which the 






design was in progress. The total veteran population in civil 
life was 21,301,000. The average daily patient load of veterans 
of all wars hospitalized was 108,051, of whom 3,993 were in 
non-VA hospitals. In addition, the average daily member load 
of veterans of all wars in VA domiciliaries was 16,754. Illus- 
trations of new veterans’ hospitals completed during several 
previous calendar years were published in THE JouRNAL, May 
6, 1950, page 123; March 10, 1951, page 748; March 1, 1952, 
page 760; May 2, 1953, page 69; and May 1, 1954, page 58. 


Psychiatric Residencies Available—The Veterans Administra- 
tion Hospital, Lyons, N. J., has one to three year residencies 
in psychiatry available that are fully accredited by the American 
Board of Psychiatry and Neurology. The training program con- 
sists of lectures, conferences, and seminars under the direction 
of the department of psychiatry, New York Medical College, 
and offers intensive training, both intramurally and through 
rotation in special hospitals and clinics in the adjacent area. 
There is, in addition, a series of extensive guest lecturers as well 
as an annual institute at the hospital. Training may commence 
at any time. 


Pharmacists’ Residency Training Program.—Pharmacists inter- 
ested in a Veterans Administration residency training program 
should file their applications with VA before May 10, in order 
to be considered for training in the fall semester. The program, 
which is a combination of graduate school study and practical 
experience in a VA hospital, will be held at the VA Center in 
Los Angeles and at the VA Hospital in Houston, Texas. 

At least two years are required to complete the residency 
program. About half the time will be spent on duty in VA hos- 
pitals and the remainder in graduate work at the university par- 
ticipating in the program. A degree of master of science in 
pharmacy, with a major in hospital pharmacy, will be awarded 
by the university on satisfactory completion of work. Selection 
of residents will be by Civil Service examination, but no written 
tests are required. Announcements of the examination (pharmacy 
resident) are available at any first or second class post office. 


Pharmacists interested in applying should file a form 57 
(application form) with the Executive Secretary, Central Board 
of U. S. Civil Service Examiners, Veterans Administration, 
Washington 25, D. C., before May 10. Applicants must have 
a B.S. degree and must be currently registered as pharmacists. 
Undergraduates may apply before their graduation from school 
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but must submit proof of graduation and registration before 
they can be appointed. Applicants also must satisfy the admis- 
sion requirements of the graduate school in which they will take 
their academic work. 

Pharmacists accepted for the residency program will receive 
$2.02 an hour while working at the VA Center or hospital for 
28 hours a week during the course. Quarters and subsistence 
will be available at the hospitals for a nominal charge. Resi- 
dents must pay tuition and other academic charges at the 
university. 


Personal.—Dr. Joseph C. Tatum, chief of professional services, 
Veterans Administration Hospital, Tuscaloosa, Ala., has been 
appointed manager of the 904-bed VA hospital at American 
Lake, Wash., succeeding Dr. Thomas J. Hardgrove, who has 
been appointed manager of the new VA neuropsychiatric hos- 
pital in Sepulveda (Los Angeles), Calif. 


PUBLIC HEALTH SERVICE 


Personal.—Dr. Seymour §S. Kety, associate director in charge 
of research, National Institutes of Neurological Diseases and 
Blindness and Mental Health, U. S. Public Health Service, has 
been awarded the United Cerebral Palsy-Max Weinstein award, 
consisting of $1,000 and a plaque, for his work in measuring 
the blood flow through the brain. Dr. Howard A. Eder, in- 
vestigator in the metabolism laboratory of the National Heart 
Institute, Bethesda, Md., has been appointed associate professor 
of medicine at the State University of New York College of 
Medicine at New York City. Before his appointment to the 
National Heart Institute in 1953, Dr. Eder.was for three years 
assistant professor of medicine at Cornell University Medical 
College, New York, and assistant attending physician at the 
New York Hospital. 
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A STUDY OF MATERNAL AND CHILD CARE 
IN THE UNITED STATES 


This is the second in a series of articles by the Committee on 
Maternal and Child Care of the Council on Medical Service 
reviewing state and local medical care programs for mothers 
and children. The first article appeared in THE JouRNAL, Nov. 6, 
1954, page 1012. 


MATERNAL AND CHILD HEALTH IN THE STATE OF INDIANA 

The Committee on Maternal and Child Care of the Council on 
Medical Service is currently engaged in a program designed to 
assist state and county medical societies, official and voluntary 
health agencies, and practicing physicians in their efforts to im- 
prove maternal and child health. Studies of maternal and child 
care programs and facilities in various states and communities 
have been made and are to be continued. Criteria used for choos- 
ing the first states to be studied included: (1) relatively good 
statistical standing measured by maternal, infant, and neonatal 
mortality rates; (2) representative geographical location; and (3) 
improvement shown by comparative reductions in maternal and 
child mortality. 


Statistics—Some of the pertinent data and vital statistics rela- 
tive to the Indiana study and the series as a whole are contained 
in tables 1 and 2. A comparison between the mortality rates for 


TABLE 1.—Population Data and Vital Statistics for the 
State of Indiana 


ey IN isi cit ctiedawieesss0seimuddiabsacdeewes m 3,934,244 
PE TREE B FG. Ge owesccviesecscccsecsaceseveese 422,058 
(10.7%) 
Per capita income (1951 estimate of Dept. of Commerce) $1.649 
(national 
avera‘e is 
$1,584) 
Median school years completed (1950—residents 25 yr. and 
WOON: hos soso lategceene cs 5bci ns ddeyenssctianeccueweeesan 9.6 
Se EY NT ti aniadhd seencincdgu tavkeawtieceddraivirwe 104,469 
Fetal deaths reported (stillbirths, 1952).................... 1,541 
(14.7/1,000 1.b.) 
Live-born premature babies (under 2,500 gm., 1952)....... 7,028 
(6.7%) 
Percentage of deliveries occurring in hospitals, 1952..... 96.2% 


TABLE 2.—United States* and Indiana Mortality Rates 
(per 1,000 Live Births) 


1933 1943 1950 1952 


Maternal 
MN  iusihwetrcid cknciag ae oa pabenewen 6.2 2.45 0.83 0.66t 
Riad aeketorvedaneagiensdaaeened 5.9 2.0 0.65 0.5 
Infant 
I ot Ake Sieaawcanodscoddise sis mace 58.1 40.4 29.2 28.6t 
IG as tus ao. cueie'n cian deabantaipaeiencs 53.0 39.6 27.0 26.9 
Neonatal 
MELE, cc cdddekssccumnotesdpamensoned 34.0 24.7 20.5 20.0t 
Pict ccivssceevicaticndiossavte 32.5 23.0 18.7 18.6 


* National Office of Vital Statistics. 
t Provisional. 


Indiana and the United States as a whole reveals that Indiana 
consistently has had rates averaging 6% to 13% less; however, 
Indiana’s rate of improvement has been about equal to that of 
the national average. In the 20 years from 1933 through 1952 
the state’s maternal mortality has been reduced 91% compared 
to 89% nationally. During the same period the infant mortality 
has been reduced 50% in Indiana compared to 51% nationally. 
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The Indiana State Medical Association.—The state medical 
association’s work as a voluntary health agency is reflected in 
its 42 active committees and medical advisory committees serv- 
ing other voluntary health agencies. The four most directly con- 
cerned with this study are: (1) Committee on Maternal and 
Child Health, (2) Committee on School Health and Physical 
Education, (3) Committee on Crippled Children’s Services, 
which recently has been combined with 1, and (4) Committee 
on Hard of Hearing. The Committee on Maternal and Child 
Health works jointly with, and is advisor to, the Maternal and 
Child Health Division of the Indiana State Board of Health. 
Prenatal classes in different areas of the state and institutes on 
care of premature infants exemplify this joint activity. 

Regional school health conferences have been encouraged by 
the Committee on School Health and Physical Education, 
sponsored jointly by the Indiana State Board of Health and the 
Indiana State Medical Association. This committee, in coopera- 
tion with the department of public instruction, the state board 
of health, and the Indiana State Teachers Association, conducts 
annual statewide conferences for physicians, school administra- 
tors, teachers, and nurses. The preparation of more adequate 
textbooks and specific guides in teaching school health is also 
a combined activity of the above agencies and the school health 
committee. The Committee on Crippled Children’s Services co- 
operates with, and advises, the division of crippled children of 
the department of public welfare. Together they have developed 
a plan in which the physicians of Indiana assure that necessary 
medical services are available to crippled children. The Com- 
mittee on Hard of Hearing promotes lay and professional edu- 
cation concerning programs for the hard of hearing. It also 
endeavors to stimulate community action to provide such special 
programs as are necessary. 

The Indiana State Medical Association believes that the fun- 
damental approach to improvement in maternal and child health 
is an informed public aware that action on its part is essential 
to the improvement of health. In keeping with this approach, 
the association sponsors statewide and regional health workshops 
or forums; exhibits are presented and demonstrations are given 
at state faifs. To promote formation of community health 
councils and similar groups, the Indiana Foundation for Com- 
munity Health was formed by the cooperative efforts of the 
medical, dental, hospital, nursing, pharmaceutical, and veteri- 
narian organizations. 

Prematurity—Program of Prevention and Care.—Because 
one-third to one-half of all infant deaths in the first year of 
life and two-thirds of the neonatal mortality in Indiana were 
due to or associated with prematurity, the division of maternal 
and child health of the department of health, the Committee 
on Maternal and Child Health of the state medical association, 
and the state league for nursing are jointly concentrating on this 
problem. Premature institutes are conducted in various cities of 
the state; hospitals are encouraged to send representatives, and 
physician and nurse (both hospital and public health) participa- 
tion is good. Pertinent material for improvement of premature 
infant care is distributed to all county medical societies and all 
hospitals. In addition, the division of maternal and child health 
has 36 incubators, located in 11 emergency loan centers through- 
out the state. These are available for emergency loan in the 
home or the hospital on order of the attending physician. Early 
and continued prenatal care is encouraged as an important pre- 
ventive factor in premature delivery. Prenatal clinics are not 
conducted directly by, or financed by, the division of maternal 
and child health except on a limited scale in one isolated county 
for medically indigent patients only. Some progress is appar- 
ently being made, as shown by the fact that the mortality rate 
for premature infants dropped from 11.44 per 1,000 live births 
in 1951 to 10.5 in 1952. 


Well-Child Conference.—The well-child conference is not a 
large program in Indiana. In 1952 oniy 152 well-child confer- 
ences (exclusive of Indianapolis, which had 661) were conducted 
in various parts of the state. The total attendance at these con- 
ferences (exclusive of Indianapolis) was 3,267 in 1952. This in- 
cluded 811 infants, 2,354 preschool children, and 102 school 
children. A total of 3,884 immunization procedures were per- 
formed. The division of maternal and child health does not di- 
rectly sponsor or conduct these confere ices. It does, however, 
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give consultation services, loans equipment, and pays physi- 
cians’, nurses’, and dentists’ fees when the need is apparent and 
local resources are not sufficient. The division pays the salaries 
of a nutritionist, a health educator, a speech therapist, an x-ray 
technician, and a child hygiene nurse employed in the child 
hygiene clinics at Indianapolis. The city of Indianapolis finances 
its own well-child clinic program in all other respects. 


Health Education and School Health Program.—The applica- 
tion of educational methods to public health procedures, pro- 
viding guidance to school health and physical education 
programs, and the development of effective public educational 
programs to inform people of available facilities and their own 
responsibilities in health are the objectives of the Division of 
Health and Physical Education of the Bureau of Public Health 
Education, Records, and Statistics, Indiana State Department of 
Health. This division assists the maternal and child health di- 
vision with the educational phase of their special programs. The 
latter, in turn, cooperates with the department of public instruc- 
tion in revision of health courses in public schools, maintains 
25 Massachusetts vision kits and 13 audiometers for demonstra- 
tion and loan, and acts as consultant on vision, speech, and 
hearing conservation. In cooperation with the Committee on 
Maternal and Child Health of the state medical association and 
the medical staffs of the hospitals in Indiana, the maternal and 
child health division is continuing a study that began several 
years ago concerning the caesarean section rates in hospitals 
throughout the state. Succeeding reports indicate that there is 
marked reduction in section rates in several areas that previously 
had quite high rates. 

Public Health Nursing in Indiana.—The Division of Public 
Health Nursing of the Bureau of Local Health Services, Indiana 
State Department of Health, has a staff of 10; of which 4 are 
in the central office (one director and 3 consultants in tuber- 
culosis, gerontology, chronic disease, and mental health); and 
6 are assigned to the five out-state branch offices. These super- 
visory nurses act in an educational and consultant capacity, 
assisting and coordinating the work of local county and school 
health nurses. As of Jan. 1, 1954, 79 local official health agencies 
employed 205 nurses, 64 local boards of education employed 
164 school nurses, and 27 nonofficial health agencies employed 
132 nurses. A total of 511 public health nurses, then, serve 
Indiana. Sixteen rural counties do not employ nurses for full- 
time public health work. 

The Indiana Plan for Crippled Children’s Services.—The 
Indiana program for Crippled Children’s Services is a co- 
operative enterprise that is administered by the department of 
welfare’s division of services for crippled children, with the 
assistance of the state medical association’s committee on mater- 
nal and child health and crippled children, the county depart- 
ments of public welfare, the physicians and hospitals, the division 
of vocational rehabilitation, the University Medical Center, and 
other voluntary health agencies interested in the crippled child. 
The purpose of the plan is to locate crippled children and 
provide medical, surgical, corrective, and rehabilitative services 
and care for children who are crippled or who are suffering 
from conditions that may lead to crippling. Generally speaking, 
any needy crippled child is eligible. The division arranges for 
care through contract with five approved hospital-clinic centers 
throughout the state. The division’s field staff services are avail- 
able to all crippled children on request of the family physicians 
and include nursing, medical-social, physical, and occupational 
therapy. Aid is given also to the family in carrying out the 
techniques of rehabilitation in the home. 

During the period 1937 through 1952, a total of 24,674 
children were served. In 1952, treatment was given to 3,864 
children at a cost of about $450,000, including $150,000 from 
federal funds. Indiana’s only cerebral palsy clinic is located at 
the University Medical Center (Indianapolis). It is maintained 
jointly by the medical center and the division of services for 
crippled children. Any child with cerebral palsy, up to the age 
of 21 years and a resident of the state, is eligible to receive the 
diagnostic and treatment services afforded by the clinic when 
referred by a licensed physician. Braces are provided as required, 
and much of the specialized equipment used is provided by the 
United Cerebral Palsy Association of Marion County. The 
American Red Cross chapter provides many patients with trans- 
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portation to and from the clinic. The clinic’s staff includes seven 
full-time and four part-time persons. Since establishment in 1937, 
it has served about 3,000 children from all parts of the state 
and has had an average case load of 523 patients. 


Child Guidance Clinics in Indiana,—Indiana has five state- 
aided mental health clinics, three of which are exclusively for 
children. The other two have about 25% adult patients. Four 
of these clinics serve a particular county only, and the fifth, the 
Riley Child Guidance Clinic of the University Medical Center, 
serves the whole state. The Riley Clinic is financed jointly by 
the state university and by state and federal grants available 
through the division of mental health. The other four clinics are 
financed largely by local agencies and private contributions, 
with some assistance from state and federal grants. The total 
expenditure of $217,959 by source of funds for 1952 to 1953 is 
as follows: local, 41%; state and federal, 34%; Community 
Chest, 5%; patient fees, 3%; and other sources, 17%. 

Diagnosis and psychotherapy in relation to functional dis- 
orders in children is the primary concern of the clinics. The 
total number of children (below 18 years) enrolled in these clinics 
during the 1952-1953 fiscal year was 1,786, including 1,119 new 
admissions, 119 readmissions, and 548 enrolled at the beginning 
of the year. Public welfare agencies referred to the clinics about 
25% of the patients, while schools, courts, families, and private 
physicians each referred about 15%. The Riley Clinic at Univer- 
sity Medical Center is an exception in that 99% of its child 
guidance patients were referred by private physicians or clinics. 
Conduct disturbances, nervousness, and retardation problems 
were the chief presenting symptoms. Of the 1,011 cases termi- 
nated during the 1952-1953 fiscal year, 172 (17%) were 
terminated after treatment, 342 (34%) were terminated after 
evaluation including diagnosis or recommendation, and 497 
(49%) were terminated after brief services. There were 115 
patients who improved after treatment, and 57 were considered 
unimproved. 

The professional staff for the five clinics consists of 22 full- 
time and 8 part-time persons. Full-time workers include five 
psychiatrists, seven psychologists, nine psychiatric social work- 
ers, and one other social worker. Part-time workers include four 
psychiatrists, two psychologists, one psychiatric social worker, 
and one part-time volunteer speech therapist. A state-aided clinic 
that had been closed for about two years because of an inability 
to obtain 4 staff was reopened in August, 1954. An additional 
child guidance clinic, not state-aided, was opened in May, 1954, 
by a local county mental health association. The first inpatient 
psychiatric facilities for children are being opened this fall in the 
new Carter Memorial Hospital at the Indianapolis Medical 
Center. 

Children and Youth Work in Indiana.—The Indiana Council 
for Children and Youth was appointed by the governor after 
the 1950 White House conference. It consists of 100 members, in- 
cluding physicians, lawyers, dentists, nurses, educators, business- 
men, labor leaders, welfare and health workers, housewives, 
rural representatives from various civic and service groups, and 
representatives from religious and racial minority groups. Ade- 
quate youth representation has been given special attention. Its 
purpose is “to work with and through existing official and volun- 
tary organizations to the end that local communities may be 
encouraged to recognize and act upon their local needs for 
children and youth.” The executive committee of the council has 
five members, including a laywoman (chairman), the state health 
commissioner, the administrator of the state department of 
public welfare, the executive secretary of the Indiana State 
Medical Association, and the director of the Indiana Heart 
Association. The work of the council is coordinated by a full- 
time executive secretary, and the costs are shared by the state 
board of health and the state department of public welfare. 


MATERNAL AND CHILD HEALTH IN THE CITY OF INDIANAPOLIS 


Statistics—The population of Indianapolis by the 1950 
census was 427,173, of whom 64,091 persons were nonwhite. 
Median school years completed for all residents of Indianapolis 
25 years and over was 10.6 (nonwhite, 8.5 by the census of 
1950). In 1952 the resident live births were 9,986 (7,776 white 
and 2,205 nonwhite). Inhospital deliveries accounted for 92%. 
The fetal deaths reported in Indianapolis in 1952 were 247 
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(24.8 per 1,000 live births). The infant mortality for Indianapolis 
in 1952 was 29.9 per 1,000 live births. About 50% of these 
deaths were due to, or associated with, prematurity (15.4 per 
1,000 live births). Further analysis reveals a prematurity death 
rate for non-white persons to be over twice that for white 
persons (25.8 per 1,000 live births compared to 12.4). Pre- 
liminary figures for 1953 indicate a reduction in deaths due to, 
or associated with, prematurity—11.9 per 1,000 live births. 


The Indianapolis Medical Society —The Indianapolis Medical 
Society represents the medical profession in Marion County and 
the city of Indianapolis. It has a membership of 938 persons, 
of whom 650 are in active practice, with 350 in general practice, 
and 300 in the various specialties, including 29 obstetricians and 
25 pediatricians. In the field of maternal and child health the 
medical society functions through its Maternal Health Commit- 
tee, Child Welfare Committee, Public School Health Committee, 
and a host of advisory committees, all of which are liaison agents 
between the profession and the various official and voluntary 
agencies and the public. The formulation of sound medical policy 
governing activities of both official and voluntary agencies is 
facilitated by these medical society committees. 


Prenatal Care.—The prenatal (and postpartum) care services 
generally available to patients who cannot afford a private physi- 
cian are provided in Indianapolis through the Child Hygiene 
Section of the Indianapolis Division of Public Health, the 
Indiana University Medical Center Prenatal Clinic, the General 
Hospital Prenatal Clinic, and the Visiting Nurse Association. 
The Child Hygiene Section conducts five prenatal (and post- 
partum) clinics weekly. The participants in these clinics are those 
eligible for General Hospital delivery (medically indigent). Local 
part-time doctors are paid by the health department on a fee- 
per-clinic attended basis. The prenatal clinic record (photostatic 
copy) is sent to the hospital at the time of delivery or at the 
time of referral of those patients in whom pathological or un- 
usual conditions have been discovered. A total of 256 prenatal 
clinics were conducted in 1952 by the Child Hygiene Section, 
with 633 expectant mothers making 2,263 clinic visits. In addi- 
tion, the Child Hygiene Section nurses made 2,250 home visits 
aiding the expectant mother in preparation for the new baby. 
Referrals to General Hospital for further study and treatment 
of abnormalities found at these clinics numbered 154. A chest 
x-ray is obtained at one of the early prenatal visits and is 
repeated six months after delivery. Efforts are made to obtain 
a chest x-ray on all fathers-to-be. In addition to the other services 
of these clinics, a nutritionist is present to give expectant mothers 
individual and group instruction in proper nutrition and formula 
preparation. 

Prenatal clinic services are also provided at the Coleman 
Hospital for Women of the University Medical Center, which 
serves the entire state and to which all patients come on private 
physician referral. The prenatal clinics are conducted five morn- 
ings a week and are designed for the maternity patient who will 
enter the hospital as a nonprivate case. During the fiscal year 
1952-1953, 1,200 expectant mothers partook of these services in 
7,953 clinic visits. In addition, 1,449 visits were made for post- 
partum examinations. 

The Visiting Nurse Association (V. N. A.) of Indianapolis 
confines its services to home visits. Over one-half of its operating 
expense is financed by Community Chest funds, and the balance 
comes from other agencies, private contributions, and fees from 
patients. All postpartum patients from Indianapolis General and 
Coleman Hospital for Women are referred to the Visiting Nurse 
Association, and if they were not under the prenatal care of the 
Child Hygiene Section, a V. N. A. nurse follows through with 
the necessary nursing service. General Hospital home-delivered 
patients are cared for by a V. N. A. nurse. This service includes 
the necessary visits in preparation for the delivery, attendance 
at delivery, and frequent visits post partum. In 1952, the V. N. A. 
made 47,431 nursing calls, with 22,141 (46%) visits being for 
maternal and child care of which 12,814 were for antepartum 
and postpartum cases. 

Well-Child Conferences.—The well-child conference program 
in Indianapolis includes 13 clinics conducted weekly at various 
sites by the Child Hygiene Section and two weekly well-baby 
clinics conducted by the department of pediatrics as a part of 
the activities at the University Medical Center. Attendance at the 











J.A.M.A., March 5, 1955 


latter is limited to those babies delivered at the Coleman Hospital. 
During the fiscal year 1952-1953 a total of 880 new babies were 
registered at the center’s well-baby clinic, with 4,203 clinic visits 
having been made. The health division's clinics are open to all 
children up to school age. Experimentation with various eligibil- 
ity requirements has indicated to both the public health officials 
and the Indianapolis Medical Society that the educational- 
preventive health objectives of the program would be better 
served without imposing financial eligibility requirements; how- 
ever, those parents who can afford the services of a private 
physician are encouraged to obtain such services. The division 
of public health nurses and part-time physicians staff these 
clinics. The physicians are paid on a fee-for-clinic basis. A total 
of 4,160 infants and preschool children made 19,070 clinic visits 
(14,930 visits by babies under 1 year) to the 661 clinics held in 
1952. The division nurses made 22,130 home visits in connection 
with these well-baby and preschool conferences, and, in addition, 
the V. N. A. nurses made 8,488 home visits for health super- 
visory reasons for infants under one month. 


Other Maternal and Child-Health Activities —The immuniza- 
tion program is conducted concurrently with, but separately 
from, the child-health conference program and is the responsi- 
bility of the Child Hygiene Section. Three immunization clinics 
are conducted each week at appropriate sites in the city. These 
clinics are essentially limited to the medically indigent; when- 
ever possible, the family is referred to its private physician for 
this service. A total of 4,345 immunizations were administered 
at 155 immunization clinics in 1952. A dental program is also 
conducted by the Child Hygiene Section, with services available 
only to the indigent and medically indigent preschool and school 
children. Fourteen dental stations are maintained by the I{ndian- 
apolis Public Health Division throughout the city. These are 
staffed by 13 part-time dentists and 4 full-time dental assistants 
paid by the health division. In 1952, a total of 12,055 dental 
correction operations were performed at 9,954 patients visits to 
1,257 clinics held at the 14 dental stations. The educational 
activities of the health division are directed by the health edu- 
cator and the nursing director. Coordination of instruction is 
accomplished in the nurses’ home visits and nurse and nutrition- 
ist instruction of parents and expectant mothers at the various 
clinics or conferences. Nutritive requirements, food preparation, 
and sterilization and hygienic techniques are taught through 
lectures and group demonstration clinics and on an individual 
basis. 


School Health Services——School health services in Indian- 
apolis are the joint responsibility of the board of school com- 
missioners and the board of public health and hospitals. The 
Director of Public Health of Indianapolis is administrator of 
the program through the division’s school health section. This 
section is staffed by a nurse superintendent, four school nurse 
supervisors, 51 staff nurses, and 17 part-time school physicians. 
A total of 61,765 pupils from 82 public and 33 parochial schools 
(from kindergarten through eighth grade) are served by the 
school health section. Local dentists volunteer their services each 
year under the local dental society’s sponsored plan for dental 
examinations of all first and fifth grade pupils. In 1952 the 
dental society examined 12,031 children; 7,202 were referred for 
dental care, and follow-up revealed 6,029 children received it. 
Private dentists treated 4,688, while 1,341 received the necessary 
care from the dental clinics conducted by the Child Hygiene 
Section of the Indianapolis Public Health Division. 

School health examinations are conducted annually on all first 
and eighth grade pupils. Teams of physicians employed on a 
part-time basis by the health division perform this service early 
in the school year. Examination of fourth grade pupils was 
eliminated because emphasis on follow-up for correction of 
defects was deemed more desirable and worth while than the 
giving of more examinations without proper follow-up. School 
physicians performed screening physical examinations on 15,692 
pupils in 1953, with 8,419 remediable defects found. In addition, 
10,562 medical referrals were made by nurses from their in- 
spections. Follow-up revealed 6,488 of these referred pupils 
visited physicians. A total of 28,724 vision tests performed in 
1953 resulted in 1,014 vision defects brought to medical attention 
and 742 students fitted with glasses. School health nurse home 
visits in 1953 totaled 18,964. 


vic 





Vol. 157, No. 10 


Crippled Children’s Service and Rehabilitation in Indian- 
apolis.—Although the Indiana University Medical Center pro- 
vides a statewide service of rehabilitation and service to crippled 
children, its location in Indianapolis makes its services most 
easily accessible to the citizens of this community. The center is 
one of the five approved hospital-clinic centers under contract 
with the Division of Services for Crippled Children of the 
Indiana State Department of Welfare. Many of the division’s 
patients receive its services. Hospitalized patients receive these 
services, which are continued on an outpatient basis through the 
orthopedic and other clinics as may be prescribed. These treat- 
ment services include physical therapy, occupational therapy, 
and training in speech and hearing during hospitalization and 
grade and high school classes. Educational and vocational guid- 
ance may be arranged through various local and state agencies. 
The rehabilitation services are directed by the medical staff, 
which prescribes the type or types of treatment. Professional 
staff includes registered physical therapists, occupational thera- 
pists, speech and hearing therapists, medical social service case- 
workers, and licensed teachers. These facilities are available to 
all patients, private or otherwise, with, of course, referral from 
any licensed physician. During the year 1952-1953, 2,492 patients 
received 27,064 treatments at the medical center. The state and 
Marion County organizations of the National Foundation for 
Infantile Paralysis function in cooperation with the rehabilitation 
program at the medical center. In the five years, 1950 through 
1954, $208,253 has been spent for the care of 450 Marion 
County patients with poliomyelitis. 

Another facility serving Indianapolis and the surrounding area 
is Crossroads Rehabilitation Center of the Marion County Soci- 
ety for Crippled Children and Adults, Inc. Since establishment 
in 1943, this voluntary health agency center has grown to be the 
third largest community outpatient rehabilitation center in the 
United States. It is financed by society membership, sale of 
Easter Seals, endowments, foundations, business firms, clubs, and 
by patients’ fees. Approval and support are given to the center 
by the Indianapolis Medical Society; there is a medical advisory 
board that determines its medical policies and procedures. 
Patients are accepted at the center only on the written pre- 
scription of a physician. The most common disabilities or con- 
ditions of children treated at Crossroads are cerebral palsy, 
after-effects of poliomyelitis, and fractures. The services pro- 
vided include the following categories: physical therapy, occu- 
pational therapy, curative workshop, nursery school, case 
service (such as selective job placement, guidance, and counsel- 
ing). and recreation. Administrative and professional full-time 
personnel number 14 (exclusive of sheltered shop personnel) plus 
other full-time and part-time counseling and “psych-social” per- 
sonnel. In 1952 over 300 volunteers contributed 12,000 hours of 
service—this mostly in the realm of recreation and fund raising. 
The case load per month in 1952 averaged 447; the operating 
cost was about $109,045 for the year. 

Child Guidance-—The Child Guidance Clinic of Marion 
County is one of the five clinics mentioned in the statewide 
description of child guidance and mental health. It is a psychi- 
atric clinic for the diagnosis and treatment of functional nervous 
and behavior disorders in children and is subsidized by state, 
county, and Community Chest funds as well as by gifts of in- 
terested citizens. Fees are regularly charged and set on a sliding 
scale depending on the actual expense involved in staff time 
and the family’s ability to pay; however, services are never re- 
fused any child for financial reasons. A Child Guidance Clinic 
in Indianapolis is operated under the cooperative direction of 
the departments of psychiatry and pediatrics at the University 
Medical Center. This is also an outpatient clinic only but differs 
somewhat from the Marion County clinic in that all patients are 
referred to it by private physicians whereas parents, schools, 
courts, etc., refer children to the Marion County clinic. 

Other Community Activity Related to Maternal and Child 
Health in Indianapolis—Community interest and work for im- 
proving health in Indianapolis and Marion County is exemplified 
in the Health and Welfare Council (largely Community Chest 
financed). This organization is a voluntary association of citizens 
for objective study, planning, and action on problems of health, 
welfare, and recreation. It represents 115 separate organizations, 
both official and voluntary. The council’s work is performed 





BUREAU OF MEDICAL ECONOMIC RESEARCH 849 


through citizen’s committees, which study and define the prob- 
lems. The facts are gathered and analyzed. Proposals for solu- 
tions are suggested, and action is taken to get the desired results. 
Another Community Chest supported agency that is more or less 
directly related to maternal and child care is the Family Service 
Association, dedicated to the strengthening of family life. The 
staff of 16, professionally trained in family casework, endeavors 
to help families work out their own solutions to their particular 
situation. In many cases recommendations for psychiatric or 
other necessary medical care are made after thorough study 
of a case. 
CONCLUSION 


Indiana represents a typical state in the north central area of 
the United States. Maternal and child health, as measured by 
comparative mortality statistics, is somewhat better in this state 
than in the country as a whole (maternal deaths were 20% less, 
and infant deaths 7% less than the national average in 1952) 
and has shown equal improvement over the past 20 years. This 
is good, but the physicians and others in Indiana are aware that 
further improvements can be made. Greater physician, as well 
as public, participation in statewide promotion of the educational- 
preventive program is emphasized by the state medical associ- 
ation and state department of health. It has been observed that 
the official state health agencies do not actually conduct or 
administer many direct services to mothers, infants, and children 
of Indiana. Efforts, rather, are directed toward coordinating the 
work of their own agencies with those of the voluntary agencies, 
both state and local, and the medical profession. Local autonomy 
is preserved—communities conduct their own programs with 
assistance readily available from these state agencies. 

The statewide picture of maternal and child health activities 
is contrasted by the activities of a community within the state 
(Indianapolis). Population figures (indicating some characteristics 
of that population), functions of the local medical society, 
programs for maternal and child care in Indianapolis (and results 
in terms of mothers and children served by the various clinics), 
nurse home visits, and school health activities indicate to some 
degree the scope and quality of these organized health services 
available in Indianapolis. The programs show the specific parts 
played by a division of public health, voluntary health agencies, 
private health agencies, and community health organizations all 
dedicated to the study and solution of health problems relative 
to the improvement of maternal and child care. 
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REAPPRAISAL OF SOCIAL SECURITY 
Frank G. Dickinson, Ph.D., Chicago 


In December, 1954, the Committee on Ways and Means, 
House of Representatives, released a report entitled “Social 
Security After 18 Years.” This 72 page publication contains a 
letter of transmittal] to Honorable Carl T. Curtis, chairman, 
subcommittee on social security (83rd Congress, second session) 
by Karl T. Schlotterbeck, staff director. It should not be confused 
with the eight volumes (parts) of hearings under the general title 
“Analysis of the Social Security System.” Part 1 on United States 
population trends and tax treatment of individuals under private 
pension plans presents the hearings held on July 24 to 25, 1953. 
Part 2 presents the hearings of Nov. 12 to 13, 1953, on Old Age 
and Survivors Insurance (OASI) benefits paid abroad, broad 
economic factors, and veterans’ benefits in relation to OASI. 
Part 3 presents the hearings of Nov. 16 to 17, 1953, on the 
economic status of the aged and public assistance. Part 4 presents 
the hearings held on Nov. 18 to 20, 1953, on OASI: coverage, 
eligibility, and benefits and public assistance. Part 5 presents the 
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hearings of Nov. 23 to 25, 1953, on public assistance and OASI 
financial position and benefits. Part 6 presents the hearings of 
Nov. 27, 1953, on the legal status of OASI benefits. Appendix 1 
presents statistical tables and appendix 2, miscellaneous docu- 
ments. The staff report, “Social Security After 18 Years,” may 
be considered, therefore, as the final or ninth volume. 


PENSION PLIGHT OF THE SELF-EMPLOYED 


The staff report is said to have been completed long before 
the elections of November, 1954, but the publication was de- 
layed for political reasons until after the elections. Only minor 
references are made to the Social Security Act of 1954. It must 
be emphasized, however, that pages 61 to 72 of the appendix 
were released on Dec. 23, 1953, in a mimeographed memoran- 
dum of limited circulation by the staff to Honorable Carl T. 
Curtis, chairman of the subcommittee on social security; further- 
more, these 12 pages are by far the most important part of this 
staff report. But they were not generally available until made a 
part of this printed staff report. 


Although the present purpose is to analyze the staff report, 
certain sections of part 1 of the hearings throw light on a 
related problem—the pension plight of self-employed physicians. 
Mr. Harold T. Schwartz, director of the Technical Rulings 
Division, Internal Revenue Service, reviewed the provisions in 
the Internal Revenue Code that provide tax deferment for 
employees—but not for the self-employed—until retirement on 
the amounts set aside by employers in approved pension and 
profit-sharing funds. He clearly indicated that the requirement 
of an employer-employee relationship did discriminate against 
the self-employed. Under direct questioning by Chairman Curtis, 
Mr. Schwartz stated that more than 24,000 plans had been 
approved under the provisions of the Revenue Act of 1942. As 
amended, at least 3,657,000 employees were covered as of 
Aug. 31, 1946, and that more than 10 million were covered by 
exempt plans at the time of his testimony. (The number of 
employees of both taxable and nontaxable firms now covered 
by some type of pension or profit-sharing plan probably exceeds 
20 million today.) He further stated that for 1946 (page 69) 
the employer’s contribution for a worker averaged about 7.5% 
of the employee’s annual pay. When asked by Chairman Curtis 
if some contributions might equal 10% of an employee’s annual 
pay, Mr. Schwartz called attention to the maximum of 15% 
permitted under profit-sharing plans, but he told Chairman 
Curtis that in some instances the contribution to a pension plan, 
as distinct from a profit-sharing plan, was as high as 200% of 
the employee’s annual compensation. Physicians not familiar 
with corporate pension plans may be surprised to learn that the 
annual contribution of the corporation to a pension plan may be 
as high as 200% of an employee’s annual compensation, without 
violating the Internal Revenue Code, that is, without making 
the contribution currently taxable income to the employee. 
Those interested in the Jenkins-Keogh bills (H. R. 9 and H. R. 
10, Jan. 15, 1955) designed to provide similar tax deferment 
for self-employed taxpayers should again note that the maximum 
annual amount for which taxes could be deferred until age 65 
is 10% of earned income in these identical bipartisan bills, 
except for self-employed persons now over 55 years for whom 
the absolute conceivable maximum would be an additional 20% 
of earned income and that additional percentage could be set 
aside in only one taxable year. 


ORGANIZATION OF STAFF REPORT 


The introduction to the staff report provides a thumbnail 
sketch of the history of the Social Security Act and estimates 
that of the 13,500,000 aged persons in the country in mid-1953 
roughly 30% were drawing Old Age and Survivors Insurance 
benefits and another 15% would be eligible if they were not still 
working, but that more than 55% were not entitled to such 
benefits. The first major section of the staff report covers Old 
Age Assistance and shows that instead of diminishing as origi- 
nally promised by the advocates of social security it has actually 
increased by leaps and bounds. Part 2, aid to dependent children, 
presents a brief historical sketch. Part 3, federal Old Age and 
Survivors Insurance benefits, pages 27 to 50, is the principal 
phase of the Social Security Act discussed. In the remaining six 
text pages, Old Age Assistance and Old Age and Survivors In- 
surance are compared and contrasted. 
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The eligibility requirements for OASI are summarized, and 
certain classes of ineligible persons are sharply defined. It is 
clearly pointed out that no one is entitled to OASI benefits 
merely because he has paid his contributions (taxes) because 
Congress has the power to change the rules of eligibility. As 
evidence, the changes resulting from the revisions of 1939, 1950, 
and 1952 are summarized. Those persons who consider Old Age 
and Survivors Insurance to be insurance will find the chart on 
page 48 extremely disturbing. This chart shows the flow of the 
accumulated tax payments by employer and employee from 
1937 to 1952 through the Treasury Department into the OASI 
trust fund and out of the trust fund to the beneficiary. The great 
excess of benefit commitments over the size of the trust fund 
reveals clearly that this is not an insurance program; rather it 
is also another program of old age assistance without a means 
test but with a decreasing relationship between the amount of 
contributions (taxes) and benefits. 


THE STORY IN SUBTITLES 


The subtitles of the last few pages are highly significant, 
especially those given below. 

“When eligible persons aged 65-75 earn too much, they must 
forego their benefits as well as continue to pay OASI taxes 
[which the 1954 amendments changed to persons aged 65 to 72] 

“There is not enough in the $17 billion OASI trust fund to 
pay future benefits to the present beneficiaries 

“Today’s OASI taxpayers who become beneficiaries tomorrow 
must look to those then working and paying OASI taxes for 
their benefits 

“Total benefits to some aged couples may aggregate several 
hundred times the amounts they paid in OASI taxes 

“The line between ‘insurance’ benefits and no ‘insurance’ 
benefits is often a seemingly whimsical one for an insurance 
program” 

The comments under three of the last five subtitles are very 
important. 

“As a group, today’s aged on OASI will receive in benefits 
almost 50 times the amount they paid in OASI taxes. As of 
December 31, 1952, there were 2,644,000 persons currently 
drawing OASI primary benefits. They themselves had paid 
$356,470,000 in OASI taxes. They already had drawn $3,665,- 
400,000 in benefits—or more than 10 times the amount of their 
own tax contributions. 

“These same 2,644,000 primary beneficiaries can expect to 
receive, under existing law, an additional $13.500 million in 
benefits before they are removed from the rolls vy death or for 
other reasons, according to actuarial estimates of the Bureau of 
Old-Age and Survivors Insurance. Thus, the total of past and 
future benefits for this group will be approximately $17,165 
million—or a ratio of benefits as compared to taxes of 48 to 1. 

“If OASI taxes previously paid by employers on the past wages 
and salaries of the 2,644,000 primary beneficiaries at the end 
of 1952 are taken into account, the total OASI benefits ulti- 
mately payable to them will be equal to approximately 24 times 
the amount of taxes paid by and for them. 

“Meanwhile, as of the end of 1952, $4,371 million in monthly 
benefits and lump-sum payments already had been paid to or 
in behalf of other beneficiaries, including deceased former pri- 
mary beneficiaries and current and former dependents and 
survivors. And an additional $8,300 million was expected to be 
paid in benefits after December 31, 1952, to the 2,382,000 
secondary beneficiaries (dependents and survivors) currently 
drawing benefits at that time. As compared with the $12,671 
million total of these two benefits figures, OASI employee, self- 
employment and employer taxes of $1,050,500,000 had been 
paid by and in behalf of living and deceased persons other than 
the 2,644,000 current primary beneficiaries and the 87,200,000 
living persons who had paid OASI taxes but never had drawn 
benefits.” 

BARGAINS FOR SENIOR CITIZENS 

Thus, persons receiving OASI primary insurance benefits at 
the end of 1952 had already received on the average or were to 
receive (assuming average mortality) $24 for each 50 cents they 
had paid in contributions (taxes) plus the 50 cents paid by their 
employers. Independent studies suggest that the corresponding 
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ratio before 1950 was $15 to $18 for each 50 cents of contribu- 
tion and that the amendments of 1954 boosted this ratio to at 
least $30 for each 50 cents contributed. 

A young physician not covered by OASI who desires to assure 
his dependents an income after his death and until] they be- 
come 18 years old can purchase a variety of contracts from 
an insurance company for an annual premium of less than $126, 
the OASI tax on an annual income of $4,200 or more. Unlike 
OASI benefits, the monthly insurance payments will not cease 
when the widow remarries or enters gainful employment nor 
will premiums be payable after about 20 years. The counterpart 
of these benefits under OASI consume only a small fraction of 
OASI taxes because (1) the taxes are also paid by persons with- 
out dependents under age 18, and (2) many widows with minor 
children remarry and/or return to gainful employment. 

Thus, today 96 to 97% of the pension is a gift to the “senior 
citizens” from the taxpayers. The House Ways and Means 
Committee could again perform a great service by computing 
this ratio for the OASI primary beneficiaries at the end of 1955 
and about every three or four years thereafter. 

What does the future hold? The electorate is aging. Only 24% 
of the eligible voters in 1900 were 50 years of age or over; the 
percentage is now 37. As the electorate ages the pressure on 
political leaders to raise this ratio will increase. It seems reason- 
able to expect that each change in administration in Washington, 
D. C., will “reform” this ratio upward. It would seem that no 
prudent person, after observing the changes in this ratio wrought 
by the amendments of 1950, 1952, and 1954, would dare look 
very far into the future with any degree of confidence. How 
much a young man aged 20 entering the labor force in 1955 
will pay between now and the calendar year of 2000 and what 
his benefits will be at that time seems beyond the realm of even 
fantastic speculation. This staff report has made it abundantly 
clear that the ratio of average benefits to average contributions 
is more likely to rise than to fall. Hence, any attempt to justify 
the term insurance by calling attention to the possibility of a 
reasonable contribution-benefit ratio for a young man aged 20 
today must be classified as crystal-ball gazing for the simple 
reason that neither the benefits nor the contributions will remain 
constant. The Social Security Act is on a treadmill of time. 


HOW OASI BECAME “INSURANCE” 


The final two pages of this staff report present a step-by-step 
account of the deliberate corruption of the term insurance since 
the U. S. Supreme Court on May 24, 1937, upheld the con- 
stitutionality of OASI while declaring that it was not insurance. 

“The public has been misled into believing OASI is insurance. 
The original Social Security Act of 1935 at no place contained 
the word ‘insurance.* In none of the publicity in the year or so 
immediately subsequent to the passage of this act was the word 
‘insurance’ employed. The reverse side of the social-security card, 
distributed to millions of workers, referred to the program under 
title II (now known as OASI) as ‘Federal old-age retirement 
benefits.’ 

“On May 24, 1937, the Supreme Court upheld the constitu- 
tionality of title II and title VIII (taxing authority) of the act. 
At no place in this decision did the Supreme Court refer to title 
II and title VIII as ‘insurance.’ The defendant, the United States 
Government, in its brief stated: ‘The act cannot be said to con- 
stitute a plan for compulsory insurance within the accepted 
meaning of the term “insurance”.’ Two of the gentlemen signing 
this brief were Stanley Reed, Solicitor General, and Robert H. 
Jackson, Assistant Attorney General, Department of Justice, 
now Justices of the Supreme Court. 

“Notwithstanding this statement in the Government's brief 
(prepared and signed by leading legal officials of the United 
States Department of Justice and the Social Security Board), 
the former Chairman of the Social Security Board in a press con- 
ference the following day stated: ‘The decisions handed down 
yesterday by the United States Supreme Court completely 
validate the unemployment compensation and the Federal old- 
age insurance provisions of the Social Security Act.’ 

“Subsequently, various insurance terms were liberally em- 
ployed in publicizing the program under title II. And by 1939, 
the reverse side of the social-security cards carried by individuals 
referred to the title Il program as ‘Federal old-age insurance.’ 
In a press conference in 1939, following the passage of the 
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amendments of that year, the former Commissioner referred to 
the original program as an old-age insurance system stating, 
“You take this old-age insurance system that is going into effect 
next January 1. It has been changed into an old-age and sur- 
vivors insurance system, with 45 million people.’ 

“In the same press conference (August 7, 1939) reference to 
the 1939 amendments was made as follows: ‘Think of it! It is 
just as if you had written a group insurance policy, covering 45 
million people, and it is because it is like trying to read the fine 
print in that insurance policy that it is hard to understand.’ A 
publication by the Social Security Board (January 1940) said: 
‘The tax is a sort of premium on what might be called an in- 
surance policy which will begin to pay benefits when you qualify 
at age 65 or over or in case of your death.’ 

“Before a congressional committee in 1944, the former Com- 
missioner for Social Security testified: ‘The result of that (1939 
amendments), as I said, was to put into effect overnight about 
$50 billion face value of what is really life insurance.’ In another 
publication (June 1948) a former Federal Security Administrator 
stated: ‘Old-age and survivors insurance and unemployment in- 
surance are insurance.’ A publication of the Social Security 
Administration (April 1951) read as follows: ‘Treat this card 
like an insurance policy.’ And again in 1952 an official pamphlet 
stated: “Your card is the symbol of your insurance policy under 
the Federal social-security law.’ 

“What are the facts? 

“The American courts of law have consistently held, both 
prior and subsequent to the Supreme Court decision of May 24, 
1937, that ‘insurance,’ within the accepted meaning of the term 
involves a contract. In 1923, for example, the Federal court in 
Missouri (253 S. W. 1029, 1033) held, ‘Insurance is a matter of 
contract * * *,’ In 1935, a Maryland court (196 N. E., 254) 
observed, ‘Insurance has been defined as a contract where one 
undertakes to indemnify another against loss, damage, or li- 
ability arising from an unknown or contingent event * * *.” And 
again, the recently published compendium of American law (44 
Corpus Juris Secundum, sec. 471) states: ‘Insurance broadly 
defined, is a contract * * *.’ 

“Within the last four decades, the Federal Government has 
established several programs which truly constitute insurance. 
These include war-risk insurance, national service life insurance, 
Federal crop insurance, Federal mortgage insurance, and postal 
insurance. In each case, the individual has a contract guarantee- 
ing indemnification in the event of a specified loss. Court de- 
cisions as to the content of ‘insurance,’ within the accepted 
meaning of the term, apply to insurance issued by the United 
States Government as well as by private concerns. The im- 
munity of such Government insurance contracts from congres- 
sional abrogation was established in the case decided by the 
Supreme Court, Lynch v. United States. The Court’s decision, 
delivered by Justice Brandeis, stated that ‘War-risk policies, 
being contracts, are property and create vested rights * * *. 
“The fifth amendment commends that property be not taken 
without making compensation”.’ 

“Many of the letters received from people throughout the 
country indicate clearly that their complaints arise from their 
belief that the program under title II of the Social Security Act 
is insurance. 

“Members of the Congress have also been misled. A com- 
mittee minority report stated with respect to the proposed amend- 
ments (1939): ‘It puts the Government in the position of changing 
the terms of a contract.’ Another minority report (1949) con- 
tended: ‘We should not bind them (our children and our grand- 
children) by contract to pay untold billions each year, as the 
present system does.’ 

“Some people in labor have also been misled. For example, 
in a recent article in the Machinist’s Monthly Journal (Inter- 
national Association of Machinists, AFL) the author stated: ‘I 
believe that OASI is insurance and that payroll deductions are 
the same as premiums and, further, feel strongly that there is a 
definite contractual relation between the individual and the 
Federal Government. * * * 

“Insurance terms were first employed, and liberally so, in the 
Social Security Act when amended in 1939. The then Chairman 
of the Social Security Board urgently pressed for the inclusion 
of such terminology. The basic substance of the act, however, 
was not changed by the mere insertion of the word ‘insurance.’ 
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“None of the various publications of the Social Security Ad- 
ministration nor speeches of its former officials informed the 
public that the Social Security Act, from its inception, has con- 
tained the following reservation of power (sec. 1104): ‘The right 
to alter, amend, or repeal any provision of this act is hereby 
reserved to the Congress.’ 

“Through title Il of the Social Security Act, Congress has 
created a system providing statutory rights to statutory benefits. 
Testimony in the hearings brought out the fact that the rights 
of individuals to title II benefits are statutory, and are neither 
natural, constitutional nor contractual rights. In this, the rights 
are like those existing under veterans’ benefit programs and under 
public assistance.” 
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MEDICOLEGAL ABSTRACTS 


Workmen’s Compensation: Board’s Right to Fix Hospital Rates 
on a Community Basis.—The petitioner, the Idaho Hospital 
Association, filed a formal petition with the Idaho Industrial 
Accident Board requesting it to amend its order of July 1, 1950, 
fixing hospital rates and charges. From a judgment approving 
the board’s order an appeal was taken to the Supreme Court of 
Idaho. 

It appeared that the board held a public hearing that was 
participated in by the petitioner, a religious order, certain self- 
insurers, a labor organization, a medical society, and several 
insurance companies. The order entered by the board at the 
conclusion of the hearing provided for the following hospital 
rates to be charged in cases of patients receiving treatment under 
the workmen’s compensation law: “The hospital's published rate 
in effect December 31, 1951, less 10% if paid within 15 days 
after submission of bill, but not exceeding net: 


Ward (12 beds or more) per day............ $ 8.00 
Private room when ordered by attending 
ghyditind: Cer GIG 6.606 6 hve e08 si even 11.00” 


On appeal the petitioner contended that the industrial board 
had no power under the compensation statute to fix in advance 
the rates to be charged by hospitals where patients are receiving 
treatment under the workmen’s compensation laws. The Supreme 
Court disagreed with this contention. The court stated that, 
where an administrative agency has established a practice over 
a number of years, a court will not construe the statute as for- 
bidding such practice unless there are cogent reasons for doing 
so. In the instant situation, the industrial board had been setting 
hospital rates in advance since 1942. The enabling statute pro- 
vided: “All fees and other charges for [required| treatment and 
services [to injured empioyees] and compensation therefor shall 
be subject to regulation by the board.” The court said that there 
was nothing in this authorization that would prevent the board 
from fixing rates in advance rather than fixing rates in each 
individual case as it arose, provided, of course, that the board 
follow the rate-fixing test that is set forth in the statute and, 
also, provided that opportunity be given for modifications as 
special circumstances require. 

The method for fixing such rates is to determine the prevailing 
charges in the community for the type of services required for 
patients who have a like standard of living and who would be 
receiving treatment similar to a patient receiving treatment under 
the compensation laws. In making such determination, the board 
may consider the security of payment afforded by the com- 
pensation act. The court held that this test for determining rates 
for services in no way limited the various types of services that 
a hospital could make available. The facts found by the referee 
showed that a number of hospitals furnished three classes of 
services: (1) a ward (a room with three or more beds), (2) a semi- 
private (two bed) room, and (3) a private (single bed) room. The 
final order of the board should therefore have given recognition 
to this fact. 

Accordingly, the Supreme Court reversed the board order and 
remanded the proceedings with directions that the board fix fees 
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and charges on a community basis for three classes of services 
rather than two. Application of Idaho Hospital Association, 
251 P. (2d) 538 (Idaho, 1952). 


Hospitals for Profit: Liability for Negligence of Student Nurse.— 
The plaintiff sued for damages for injuries allegedly caused by 
the negligent administration of a hypodermic injection by a 
student nurse in the employ of the defendant hospital. The trial 
court dismissed the suit on motion of the defendant, so the 
plaintiff appealed to the court of appeals of New York. 

The plaintiff was a patient in the defendant hospital, receiving 
treatment for thromboangiitis obliterans (Buerger’s disease), 
including a course of treatment requiring a number of hypo- 
dermic injections of penicillin. On the day before he was to be 
discharged, the plaintiff received an injection from a nurse that 
caused the injuries complained of. The plaintiff contended that 
the injection was wrongly placed, negligently done, and ad- 
ministered by an incompetent nurse whose inexperience was 
known to the defendant hospital. 

The court of appeals held that the administration of a hypo- 
dermic injection is a medical act and that a hospital is not liable 
for the performance of such an act, unless there is a showing of 
lack of care by the hospital in selecting and furnishing the nurse 
who performs the act. The court held that in the present case 
the evidence failed to identify the nurse, failed to establish that 
she lacked experience in such matters, and failed to indicate that 
the hospital had been negligent in permitting her to perform the 
injection, 

Accordingly, the judgment for the defendant hospital was 
affirmed. Bryant v. Presbyterian Hospital in City of New York, 
110 N. E. (2d) 391 (N. Y., 1953). 


Health and Accident Insurance: Death from Heat Exhaustion 
as Accidental. Death—This was an action to recover on an 
insurance policy for an accidental death. From a judgment for 
the plaintiff the defendant appealed to the Supreme Court of 
Ohio. 

The deceased person collapsed and died on a very hot day 
while roofing a house, his death resulting from an acute coronary 
occlusion brought about by heat exhaustion. At the time of his 
death, the deceased owned an insurance policy written by the 
defendant company that provided for payment in case of death 
caused solely by bodily injuries sustained through purely ac- 
cidental means. The defendant contended that the death was 
not caused in such a manner. The medical testimony was to the 
effect that heat exhaustion results in internal physical injury, 
such as thrombi in the organs resulting from vessels plugging 
up, and that the sole cause of death was heat exhaustion. 

The Supreme Court of Ohio held that this evidence was 
sufficient on which to base a finding that the deceased had died 
from a physical injury solely caused by heat exhaustion and that 
this means of death was an accidental means. Accordingly, the 
judgment in favor of the plaintiff was affirmed. Hammer v. 
Mutual Ben. Health & Accident Ass’n., 109 N. E. (2d) 649 
(Ohio, 1952). 


Charitable Hospitals: Liability for Injury to Paying Patient.— 
This was a suit for damages for the death of the plaintiff's baby, 
the death allegedly being due to the negligence of the defendant 
hospital. From a judgment in favor of the plaintiff, the case 
was certified for further consideration to the Supreme Court of 
Appeals of West Virginia. 

The plaintiff entered the defendant hospital to be delivered 
of a baby. The baby was born alive but died the following day 
because of the alleged negligence of the servants of the de- 
fendant hospital. The question of fact was not disputed, but the 
defendant contended that as a charitable hospital it was not 
liable for the negligence of its servants. The plaintiff, however, 
argued that the defendant was liable if it carried liability in- 
surance to protect itself against any judgment rendered against it. 

The Supreme Court held, on the basis of prior decisions, that 
a charitable hospital is liable for injuries caused by the negligent 
acts of its agents or servants only if it fails to exercise reasonable 
care in selecting and retaining such agents or servants. The 
court then added that the procurement of insurance indemnify- 
ing the hospital against liability does not have the effect of 
creating a liability that did not previously exist. The existence 
of such insurance was therefore of no benefit to the patient, and 
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judgment was entered in favor of the defendant hospital. Meade 
v. St. Francis Hospital of Charleston, 74 S. E. (2d) 405 (W. Va., 
1953). 


Malpractice: Res Ipsa Loquitur in Relation to Anesthetized 
Patient.—This was an action for damages against an oral sur- 
geon, an anesthetist, a charitable corporation, and several in- 
surance companies for injuries arising out of the lodging of 
one of the plaintiff's teeth in her lung. Judgment was entered in 
favor of the defendants, so the plaintiff appealed to the court of 
appeals of Louisiana. 

The plaintiff, having been advised by her family dentist that 
her teeth were pyorrheal and should be extracted, made arrange- 
ments with the defendant surgeon to have this done. The nasal 
endotracheal intubation method of anesthetization was used 
by the anesthetist. A rubber tube was inserted through the nose 
into the plaintiff’s throat and the end of a Guedel laryngoscope 
placed in her mouth. After removing the laryngoscope, the 
anesthetist and the surgeon noticed blood in the plaintiff's mouth 
and then discovered that one of her teeth was missing. It was 
later removed from her lung. The trial court ruled that the 
doctrine of res ipsa loquitur was not applicable to the facts of 
this case and that the plaintiff had failed to show negligence on 
the part of either the oral surgeon or the anesthetist. 

On appeal, the court held that, in a suit against a physician, 
surgeon, or dentist for malpractice, the doctrine of res ipsa 
loquitur could not be applied merely to force the doctor- 
defendant to explain either why a particular diagnosis was not 
correct or why a particular scientific treatment did not produce 
a desired result. But, the court went on, when during the ad- 
ministering of professional medical services some unusual result, 
which normally would not flow from the type of treatment or 
operation that took place, does actually happen, the res ipsa 
loquitur doctrine may be applied in a subsequent malpractice 
suit to require the doctor-defendant to show that the unusual 
occurrence did not result from his negligence. The defendants 
contended, however, that res ipsa loquitur should not be applied 
when there were two defendants present at the time the injury 
occurred, either of whom might be solely responsible for the 
injury. The doctrine, said the court, is based on the assumption 
that in particular situations it is apparent that a certain defendant 
is in control of the instrumentality causing the injury and con- 
sequently is in a much better position to know how the accident 
took place. Because of this element of control it is deemed fair 
to require the defendant to show freedom from negligence rather 
than to require the plaintiff to prove that the defendant had been 
negligent in the use of the instrument. It has been held, further- 
more, that the doctrine could be applied in cases involving 
several defendants, even though it is not clear which defendant 
has exclusive control of the pertinent instrument. The court 
therefore concluded that the plaintiff was entitled to the appli- 
cation of the res ipsa loquitur doctrine. 

Finally, the defendant contended that the evidence introduced 
by the plaintiff failed to show negligence on their part. The 
evidence indicated that both the surgeon and the anesthetist 
were generally qualified and competent doctors; that they had 
both exercised due care and used methods considered competent 
in the particular community in administering the anesthetic; 
that the fact that the surgeon did not supervise the acts of the 
anesthetist was in accord with a well-accepted medical practice; 
that the dislodging of a tooth was an inherent risk involved in 
administering an anesthetic; and that in normal, accepted prac- 
tice such a dislodging could take place without the anesthetist 
being aware of it. This evidence, said the court of appeals, amply 
satisfied the requirement of proof placed on the defendants by 
the res ipsa loquitur doctrine. Accordingly, the judgment of the 
trial court in favor of the defendants was affirmed. Meyer v. St. 
Paul-Mercury Indemnity Co., 61 So. (2d) 901 (La., 1952). 


Evidence: Reference to Medical Textbooks During Cross Ex- 
amination of Physician.—The plaintiff sued for damages for 
injuries allegedly received during the course of his employment. 
From a judgment in favor of the plaintiff, the defendant appealed 
to the Supreme Court of Minnesota. 

The plaintiff, a locomotive fireman, stated that while at work 
on June 20, 1948, he struck the left side of his head and neck, 
above the ear and back of the temple, a very severe blow on 


_ the castings back of the frame of a locomotive engine; that he 
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was momentarily stunned; that his eyes were blurred and burn- 
ing; that he was very weak and upset; that his neck, head, and 
eyes were very painful; and consequently that the injury caused 
acute glaucoma resulting in total blindness. The defendant denied 
that the injury, if it even took place, caused the plaintiff's blind- 
ness. It contended that the blindness resulted from the fact that 
the plaintiff had had diabetes for many years and did not care 
for himself properly. At the trial the defendant called Dr. Hugo 
Linden Bair as a medical expert witness. Dr. Bair, a graduate 
of Harvard Medical School, had been a specialist in ophthalmol- 
ogy at the Mayo Clinic since 1934 and had taught the subject 
in the graduate school of the University of Minnesota for about 
eight years. He was the plaintiff's attending physician from 
Oct. 4, 1948, to May 12, 1949, and he testified as to his knowl- 
edge of the plaintiff’s eye condition. In his opinion the blindness 
was the net result of a prolonged diabetic retinopathy. Dr. Bair 
further stated that in his opinion there was no causal connection 
between the alleged injury and the plaintiff's condition of blind- 
ness. Nowhere during his testimony did Dr. Bair say or infer 
that he was relying on specific medical treatises. On cross ex- 
amination, however, the plaintiff's attorney asked Dr. Bair if he 
was aware that three specific textbooks (namely, books by a 
Dr. May, Dr. Louis Salinger, and Dr. Bernard S. Malloy) stated 
that acute glaucoma could be caused by injury. Dr. Bair said 
that he did not recognize any of the named books as authoritative 
but did not deny that they might contain the statement about 
injury causing acute glaucoma. Dr. Bair was asked about what 
books he considered authoritative, and he named the Graefe- 
Saemisch handbook, Hurze’s handbook, Furd’s “Gesonnte 
Ophthalmology,” Berens’ textbook of ophthalmology, Foster 
Moore’s book on medical pathology, a text by Sir Stewart Duke- 
Elder, and one by Herbert Parsons. Dr. Bair could not say 
whether any of these works denied that acute glaucoma could 
be caused by injury. 

The Supreme Court stated that medical textbooks may not be 
introduced into evidence as substantive proof of the statements 
contained therein, since they are clearly hearsay (i. ¢., the 
textual matter is made by one not under oath and not subject to 
cross examination). But, such books or portions thereof that dis- 
agree with the conclusions reached by a medical expert witness 
may be referred to in court for the purpose of discrediting the 
witness's testimony, if the witness has stated that he based his 
opinion in whole or part on such books or if he stated that he 
accepts the particular books as authoritative. In the instant case, 
neither of these conditions were met. Therefore, the court held 
that the objectionable line of cross examination amounted to 
prejudicial error. 

Accordingly, the Supreme Court reversed the judgment in 
favor of the plaintiff and remanded the case for a new trial. 
Briggs v. Chicago, Great Western Ry. Co., 57 N. W. (2d) 572 
(Minn., 1953). 
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WATCHING BIRDS 


As spring approaches, many physicians and their families will 
eagerly watch for its characteristic signs and symptoms. One of 
the most welcome harbingers of spring has always come in the 
form and shape of birds. Nobody knows the precise bird popu- 
lation of the world, but it has been estimated that there are about 
100 billion birds to provide us with song, color, and enchantment. 
Even in these days when billions are carelessly rolled off the 
tips of our tongues, that figure constitutes an impressive amount. 


Bird lovers as such do not fall into convenient categories. 
While some persons can give no convincing reason for liking 
birds, others are grimly scientific about them—talking learnedly 
and at great length about changes in the bird population of the 
Great Lakes region or about the classification of swallows. Need- 
less to say, birds fascinate a great many people, in fact, all sorts 
of people from ail walks of life—physicians and priests, depart- 
ment store clerks and farmers, politicians and policemen, school 
children and university professors, to name a likely few. 
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For dyed-in-the-wool bird fanciers, watching birds need not 
be an expensive hobby. The matter of cost depends entirely on 
the nature of the observer of birds. As in the case of some stamp 
collectors, a bird watcher can make his hobby as inexpensive or 
as costly as he desires. If the hobbyist wants to be a run-of-the- 
mill amateur bird watcher, the only essential equipment is a 
pair of good eyes; but, if he wishes to become a first-class 
ornithologist, a set of general tools is imperative. 

So much is still unknown about birds that any careful observer 
can gather new information of scientific value. What knowledge 
there is about birds today has been derived primarily from bird 
watching. A field notebook with a pencil attached to it by means 
of a string is highly useful for recording impressions and ob- 
servations. Of course, what is entered in a notebook remains 
a personal affair. In general, there is a great deal to be learned 
about bird songs, nesting, courtship, flight patterns, the care 
and training of the young, and the behavior of males and females. 
Consequently, there is little reason to believe that a notebook 
will remain unfilled for any period of time. A broad rule to 
follow in this connection is this: when in doubt about the value 
of an observation, write it down, along with a notation about 
the weather. The weather is a subject that appeals as much to 
bird watchers as to fishermen. 

Field glasses or binoculars comprise the most important item 
in any bird watcher’s equipment. A good pair of glasses is a 
precision tool and should be selected with care. These vary from 
instruments with limited magnification and a tiny field to in- 
struments with high magnification and an extra-wide field of 
vision. Here are a few general pointers about field glasses: the 
best pairs are made with prisms to reduce their size. Since an 
effective pair of field glasses is usually a lifetime investment, 
one should ask other bird watchers about their experience with 
the instrument before purchasing a pair. As a rule, glasses 
ranging from 3x (power) to 8x (power) are most satisfactory, 
while glasses that admit a maximum amount of light are most 
desirable. This depends on the width of the front lens, which 
is usually measured in millimeters. A 6 x 30 lens admits more 
light than a 6 x 24 lens. Glasses that adjust by a single center 
focusing screw are most convenient to handle. 

In contrast to field glasses or binoculars, telescopes, while 
admittedly useful, are not always worth the money invested in 
them unless the hobbyist has special problems to solve in the 
field of ornithology. A telescope has special use when birds are 
exceedingly shy or inaccessible, when they are on an open nest 
at a great distance, for example; however, almost all birds can 
be observed satisfactorily when they are brought within the 
range of a pair of good field glasses. 

A small camera is especially suited to the bird-watching 
hobby, for young and old alike. Bird photography makes it 
possible to produce permanent records of the behavior of birds 
anywhere, in moist woodlands, scrubby woods, or at the edge 
of a wooded swamp. Permanent photographic records are often 
more effectively produced than would be the case in jotting one’s 
impressions down in a notebook. Pictures lend themselves to 
a continuous record of a field experiment, for instance, the 
reaction of birds to a stuffed bird, closeups of individual birds, 
or a sequence of pictures dealing with the general habitat of 
birds. 

Experienced bird watchers will frequently sit quietly in a 
likely spot suitable for good photography and let the birds 
approach them. Under these circumstances, the proper use of 
a camera affords thrills and requires plenty of patience. A flash 
bulb may sometimes be necessary even during daylight, because 
many birds are found in deep woodland shade. As to the time 
of day, photographing birds is probably best early in the morn- 
ing, for, by the time the sun is well up, bird activity slows down 
and does not resume until late in the afternoon. While water- 
fowl, hawks, and ducks may be seen all day, marsh birds are 
most active near dawn or in the evening. Bird photography 
requires patience, skill, and continuous effort; one good photo- 
graph obtained after an expenditure of these attributes goes a 
long way to make it all seem worth while. Bird photographs 
may not necessarily win coveted prizes at exhibitions, but they 
certainly will add to the hobbyist’s enjoyment and knowledge. 

Finally, it is absolutely essential to have at least one good 
reference book on American birds, the rest being a matter of 
taste and depth of interest. Books dealing exclusively with the 
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general technique of bird watching are far from numerous; 
however, there are a few books that are fundamental. Among 
the more useful works on birds are “A Field Guide to the Birds” 
and “A Field Guide to Western Birds,” written by Roger T. 
Peterson, and published by the Houghton Mifflin Company. 
These are excellent guides, emphasizing the field markings and 
the outlines of birds in flight. The revised “Eastern Guide” is 
considered the bird watcher’s bible. 


Another book, “A Guide to Bird Watching,” written by 
Joseph J. Hickey and published by Oxford University Press, 
provides practical details on what novitiate bird watchers can 
do and how to do it. A Doubleday publication, written by 
John H. Baker and called “Audubon Guide to Attracting Birds,” 
contains more about activities with birds than the name of the 
book seems to imply. For the youngest members of a physician’s 
family who are intrigued by bird watching, as well they might 
be, a most attractive little pocket-size book containing 118 paint- 
ings of birds in full color is available under the title “Birds: 
A Guide to the Most Familiar American Birds.” The text under 
each plate emphasizes field markings, size of birds, differences 
between males and females, and a host of other pertinent facts. 
The book is written by Herbert S. Zim and Ira N. Gabrielson 
and is published by Simon and Schuster. 





MISCELLANY 








USE OF EPINEPHRINE IN CONNECTION 
WITH PROCAINE IN DENTAL PROCEDURES 


The Council of the New York Institute of Clinical Oral 
Pathology on Dec. 10, 1953 addressed the following letter to 
the New York Heart Association: “Our Institute is most inter- 
ested to get an opinion on the use of Epinephrin in connection 
with Procaine as a local anaesthetic in patients with diseases of 
the heart and circulatory system. The opinions of heart special- 
ists are so divergent that in the interest of the medical and dental 
professions this subject should be referred to a special committee 
for study.” On Oct. 5, 1954, the New York Heart Association 
replied to the effect that this matter had been carefully studied 
by a committee and it was believed the committee’s report an- 
swered the question raised. The committee report follows: 


Report of Special Committee on the Use of Epinephrin 
in Connection with Procaine in Dental Procedures, 
New York Heart Association, Inc. 

Your committee submits the following report on the use of 
epinephrin in connection with procaine as a local anesthetic for 
dental procedures in patients with diseases of the heart and the 
circulatory system: 

1. It is our understanding of common dental practice that 
epinephrin is used in dilutions of 1:50,000 and occasionally 
1:100,000; never more concentrated than 1:50,000. Rarely more 
than 2 cc. of solution is used in any one session. 

2. Epinephrin is combined with a local anesthetic, commonly 
procaine. One of the pharmacological actions of procaine is to 
counteract the tendency of epinephrin to cause cardiac irregu- 
larities. 

3. The dentist should have information from the physician 
about the nature and severity of the heart disease in the patient. 
He should also have knowledge of medication the patient is re- 
ceiving, particularly such medication as might increase the 
activity of epinephrin. This knowledge is important because 
ordinary dental procedures may produce some emotional stress 
and cause cardiac disturbances that might be wrongly attributed 
to epinephrin. 

4. Under these conditions and with these precautions, the use 
of epinephrin with procaine for dental surgery presents no special 
hazards in persons with heart disease. We would recommend 
for any one session that there be used no more than 10 cc. of 
1:50,000 epinephrin: no more than 0.2 mg. of epinephrin in 
any form. 
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Use of I'°1 in Thyrotoxicosis: Experience at Hartford Hospital: 
1949-1953. G. B. McAdams and J. Stiano. Connecticut M. J. 
18:805-811 (Oct.) 1954 [New Haven, Conn.]. 


In discussing the use of radioactive iodine, I'*1, at the Hartford 
Hospital for diagnosis and treatment of hyperthyroidism, Mc- 
Adams and Stiano say that with the setting up of an Isotope 
Committee in December, 1949, and subsequent approval by the 
Atomic Energy Commission for the use of I'*!, patients began 
to be referred for laboratory confirmation of clinically suspicious 
hyperthyroidism. Radioactive uptake studies were combined 
with protein-bound iodine determinations. Multiple determina- 
tions (over a 24 hour period) of thyroid uptake of administered 
[131 were used as the basis for study. A mathematical equation 
was devised depicting these curves, incorporating the slope of 
accumulation during the first four hours, maximum uptake at 
eight hours, and ratio of the eight hour value to the 24 hour one. 
This formulation was interpreted as a measure of the thyroid’s 
activity for and organic binding of iodide and its subsequent 
release into the blood as thyroxine. It was expressed in terms 
of milligrams of thyroxine secreted by the gland per day and 
was and is known as the thyroid metabolic rate. The main point 
to be emphasized is the high coefficient of correlation, i. e., 
0.87, between the thyroid metabolic rate and the protein-bound 
iodine levels, much higher than the single 24 hour uptake per- 
centage and protein-bound iodine or the basal metabolic rate 
and protein-bound iodine. This has given two completely ob- 
jective, independent tests of thyroid function, one radioactive, 
the other chemical, each expressible in terms of amounts of 
thyroxine made in the gland and relased in the blood in a unit 
time, and so they reinforce one another in the diagnostic work-up 
of suspicious cases. As a matter of convenience, the authors now 
report uptake curves in terms of expected protein-bound iodine 
levels and compare with actually determined values rather than 
expressing both in fractions of milligrams of thyroxine. To ob- 
tain the thyroid metabolic rate the patient arrives at the x-ray 
therapy department at 9 a. m. in a fasting state and receives 
50 uc of I'%1 in a glass of tap water. He or she returns at 1 p. m., 
4:30 p. m., and again at 9 a. m. the next day for uptake de- 
terminations. An incidental finding has been that the 4 hour 
reading gives values most closely relating to the thyroid 
metabolic rate, and if ever multiple determinations were 
abolished, the 4 hour rather than the 8 or 24 hour value would 
be substituted. The authors present six cases that illustrate 
various facets of diagnosing hyperthyroidism. The data that 
govern the therapeutic use of radioactive iodine are: 1. The 
patient should be 40 years of age or over. 2. The gland should 
not be nodular. 3. Kidney function should be good. 4. The 
patient should not be anemic or leukopenic. The age of 40 has 
been the dividing line thus far in an attempt to avoid the the- 
oretical possibility of radiation-produced carcinoma in the 
younger age groups. Until 1965-1970, when a sufficient number 
of patients thus treated will have lived for 20 years and will have 
been evaluated at that time as to carcinoma incidence, this 
highly improbable factor has to be considered. In 26 patients 
who have been treated with radioactive iodine over the past three 
years, a cure rate of 70% was obtained. 
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Psychosomatic Study of 46 Young Men with Coronary Artery 
Disease. H. H. W. Miles, S. Waldfogel, E. L. Barrabee and 
S. Cobb. Psychosom. Med. 16:455-477 (Nov.-Dec.) 1954 [New 
York]. 


Forty-six men with coronary artery disease whose average 
age was 41.7 years and 49 healthy men whose average age was 
39 years and who served as controls were subjected to psychiatric 
interviews, a detailed inventory of their social adjustment with 
respect to occupation, economic independence, family life, and 
community relations, and a battery of psychological tests con- 
sisting of the Rorschach test, Cattell’s 16 personality factors test, 
and the Otis S-A test of mental ability. Full details of the men’s 
medical histories, anthropological measurements, and blood 
chemistry were available through previous studies. The two 
groups of men were compared in terms of personality factors 
and also in other ways, including family incidence of: cardio- 
vascular disease, history of stress and strain, somatotype, and 
blood lipid levels. The patients with coronary disease had tended 
to work harder under more stress and strain, although this was 
not necessarily physically strenuous work. Only a few more of 
the patients with coronary disease than the controls showed a 
consistent tendency toward compulsive striving, ascetic self- 
discipline, and great need to “get to the top” in their chosen work. 
When the two groups were compared in terms of specific person- 
ality traits, the differences were slight. The persons with coronary 
artery disease showed less tendency to introspection than did the 
controls, and they had more difficulty in handling their aggressive 
tendencies. The similarities between the two groups were more 
striking, however, than were the differences and the authors’ 
findings, in the main, did not confirm previous observations by 
other workers. There was no convincing evidence that the 
personality differences shown by the patients with coronary 
disease, as compared to the control persons, could be implicated 
as significant factors in the genesis of coronary artery athero- 
sclerosis. The effect of personality factors and emotional conflicts 
on persons with already diseased coronary arteries is important, 
but this was not the primary topic of the authors’ investigation 
and was not discussed in detail. All the data at the authors’ 
disposal suggested to them that the major factors in the genesis 
of atherosclerosis included male sex, body build, and some in- 
trinsic metabolic fault, probably inherited. 


Combined Therapy in Histoplasmosis and Coccidioidomycosis: 
Methyltestosterone and Meth-Dia-Mer-Sulfonamides. J. H. 
Lamb. A. M. A. Arch. Dermat. & Syph. 70:695-712 (Dec.) 
1954 [Chicago]. 

In vitro and in vivo laboratory studies of testosterone com- 
pounds as fungistatic agents revealed that testosterone, methyl- 
testosterone, and testosterone propionate were among the more 
active fungistatic agents, in that concentration of 0.01% pro- 
duced complete fungistasis of Histoplasma capsulatum and 
Blastomyces dermatitidis and partial to complete fungistasis of 
Coccidioides immitis. Although sulfonamides cannot be said to 
be generally effective antimycotic agents, they are known to 
exert some fungistatic effect in vitro, and in more than one 
reported instance of true mycotic infection their clinical use has 
been accompanied by remission. Methyltestosterone was tested 
in three cases of deep mycoses in male patients. Because of 
previous reports of the apparent disturbance of the immune 
mechanism and consequent bacterial infections associated with 
higher doses of the corticosteroids, and reports of the effective- 
ness of the sulfonamides in histoplasmosis and other mycotic 
infections, it was decided also to combine moderate amounts of 
meth-dia-mer-sulfonamides with high levels of methyltestos- 
terone. The first of the three cases concerned a man, aged 45, 
who had serious, extensive histoplasmosis. The patient had taken 
50 mg. of methyltestosterone and two 7.7 grain (0.5 gm.) tablets 
of meth-dia-mer-sulfonamides for over a year. However, the 
dosage of the steroid was apparently maintained at a blood level 
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below that which is fungistatic for H. capsulatum, since for the 
last month the patient showed an extension of his disease. The 
dose was increased to 200 mg. of methyltestosterone and 3 gm. 
of meth-dia-mer-sulfonamides each day, but it is too early to 
tell whether he will respond again to the medication. The second 
patient, who had localized oral histoplasmosis, was treated with 
100 mg. of methyltestosterone daily for 64 days. In addition 
three 7.7 grain tablets of meth-dia-mer-sulfonamides were given 
a day. X-ray therapy (1,800 r) was delivered with a 2 cm. oral 
cone to the area on the center of the tongue—200 r daily for 
nine days. The steroid and sulfonamide treatments were con- 
tinued intermittently for six months, but in the past six months 
all therapy has been discontinued. The lesion healed completely. 
The third patient had disseminated coccidioidomycosis with in- 
volvement of lungs, skin, and lymphatics. The complement fix- 
ation test early in this case was strongly positive, and the skin 
test has been repeatedly negative, showing a marked anergy to 
the infection, with a poor prognosis. On April 17, 1953, treat- 
ment was started with testosterone, 10 mg. a day, and meth-dia- 
mer-sulfonamides, two 7.7 grain tablets three times a day. In 
September, 1953, all the lesions had healed except the original 
mass in the right cervical region. This lesion, formerly about 
6 cm. in diameter and discharging a purulent exudate, was now 
about 3 cm. in diameter and without ulceration or exudation. 
Other nodes were small or had disappeared. A roentgenogram 
of the chest showed a further decrease in the size of the hilar 
nodes. The patient had gained 36 Ib. (16.3 kg.). On Dec. 15 
the dose of testosterone was reduced to 100 mg. a day. In two 
weeks there was a noticeable softening and draining of previously 
healed nodes, with enlargement of hilar infiltrations, as revealed 
by a roentgenogram of the chest. On resuming the 150 mg. 
dosage, the patient immediately began to improve again, and, 
on Feb. 28, 1954, there was no further draining and all nodes 
had disappeared. The patient has gained 40 Ib. (18 kg.) in weight, 
and his disease can be considered arrested. No serious reactions 
occurred during prolonged use of methyltestosterone. Moderate 
creatinuria was noted in two cases and slight gynecomastia in 
one. 


Two Cases of Leptospirosis Resembling Typhoid Fever. 
L. Kirschner. New Zealand M. J. 53:508-510 (Oct.) 1954 
[Wellington, New Zealand]. 


Patients who have unexplained pyrexia associated with head- 
ache and muscular pain are usually regarded as having typhoid 
fever until this is disproved. The histories of the two patients 
presented here illustrate this fact. Both patients were dairy 
farmers who were admitted with high fever, meningeal irritation, 
and myalgia. In both patients the only laboratory investigation 
indicating that an infection with Salmonella might be the cause 
of their disease was the large flaking agglutination with 
Salmonella (H) suspension to titers 1:460 and 1:320 respectively. 
There was no agglutination with small flaking (O) suspensions. 
Repeated cultures of blood, feces, and urine were negative for 
Salmonella. The serums of both patients showed relatively high 
titers for Leptospira pomona. Kirschner feels that the real in- 
cidence of leptospirosis will not be known until the medical 
profession becomes more familiar with the clinical symptoms 
of this disease and with the interpretation of its serologic re- 
actions. 


Effective Treatment for Common Colds. G. A. Clark. Nebraska 
M. J. 39:480-483 (Nov.) 1954 [Lincoln, Neb.]. 


Despite the fact that the common cold is primarily a disease 
of local and topical involvement, it has usually been treated 
systemically, with disappointing results. Clark applied antibiotic 
therapy in the form of drops or spray. Treatment consisted of 
local application of an aqueous solution containing polymyxin 
B sulfate and bacitracin. The solution was prepared by dissolving 
one Polycin soluble tablet in 5 cc. of tap water. This solution 
will retain its potency several days. The composition of the tablet 
is 8,000 units of polymyxin B sulfate and 400 units of bacitracin. 
Patients were instructed to instill 8 or 10 drops into each nostril 
and assume different positions of the head, so as to distribute 
the solution thoroughly over the nasal cavity and back of the 
throat, and to inhale vigorously through the nose for several 
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minutes, so as to retain the medicament on the affected area. 
The treatment may be repeated every hour if this is necessary 
to attain complete cessation of symptoms. In infants and young 
children an atomizer may be used for this treatment. Some 
adults prefer this method, particularly when the vocal cords are 
involved. This therapeutic experiment was conceived in mid- 
December, 1953, and to date about 300 patients have been 
treated. The majority of the patients recovered in four or five 
hours. Few required treatment for longer than 48 hours. The 
stage of the disease, the presence of excessive amounts of mucus, 
faulty technique of application, and structural defects may 
explain the difference in time and degree of response. Only two 
patients requested supportive therapy. When the symptoms sub- 
side, constitutional distress ceases; this absence of convalescence 
seems surprising. The author concludes that the common cold 
is essentially a local condition and must be treated as such, i. e., 
by topical medication. 


What Are the Prospects of Modern Antisyphilitic Therapy? 
Its Critical Period: Divergent Opinions Concerning Antibiotic 
Therapy: Observations on 500 Patients. R. D. G. P. Simons. 
Nederl. tijdschr. geneesk. 98:3295-3301 (Nov. 13) 1954 (In 
Dutch) [Haarlem, Netherlands]. 


Simons points out that, although penicillin therapy of syphilis 
raised great expectations, a number of therapists have departed 
from their early enthusiasm and have returned to treatment with 
neoarsphenamine and bismuth in combination with antibiotics. 
About 400 patients were treated in three different clinics, and 
they were evaluated with regard to the following questions: How 
many patients continue regular treatment? What are the pros- 
pects of the recurrence of positive reactions in the serum and 
in the spinal fluid? What are the results of triple treatment 
(arsenic, bismuth, and penicillin)? How can the variations in 
opinions about antibiotic therapy be explained? Penicillin 
therapy of early syphilis is different from that of late syphilis. 
In late syphilis penicillin therapy, even in combination with 
bismuth, is much less effective than is arsenical therapy or 
arsenicoantibiotic therapy. Early and late syphilis should be 
considered as two different diseases. Vigorous treatment is 
required, because over 30% of patients do not continue treat- 
ment “after their limit of patience,” which is usually after the 
completion of the first series of treatments. This is the critical 
period. The recurrence of seropositivity during early syphilis 
will usually turn again to negative, but this is not the case in 
late syphilis. In this stage of the disease the serorelapse is usually 
highly resistant to any form of treatment. A difference should 
be made between “symptom Wassermann” and “scar Wasser- 
mann.” This requires regular and prolonged observation. Social 
workers can be helpful in urging patients to continue treatment 
and report for observation after the critical period. Most patients 
with internal syphilis, neurosyphilis, and syphilis during preg- 
nancy are discovered only by serologic follow-up studies. Sero- 
logic relapses are often mistakenly interpreted as cases of re- 
infection. Triple therapy is advisable to prevent syphilis from 
becoming chronic and because patients neglect to come for 
follow-up examination and treatment. 


Response of Diabetic Coma to Various Insulin Dosages. 
K. Smith and H. E. Martin. Diabetes 3:287-295 (July-Aug.) 
1954 [New York]. 


Although coma is admittedly an unnecessary and preventable 
complication of diabetes mellitus, its frequency remains high; 
at the Los Angeles County Hospital it accounts for about 5% 
of the admissions to the diabetic service. While there is general 
agreement on the main principles of treatment, namely, the 
administration of adequate amounts of insulin and adequate 
hydration in conjunction with other supportive measures that 
may be required by the individual patient, there is still con- 
siderable disagreement as to what constitutes adequacy, and 
also as to the rate at which insulin and fluid should be given. 
At the Los Angeles County Hospitai, 43 consecutive episodes 
of diabetic coma were treated as similarly as possible as to 
sodium, potassium, chloride, and fluid intake but were divided 
by lot into three groups in regard to insulin therapy. Twelve 
patients received 80 units, 18 received 160 units, and 13 received 
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240 units of insulin intravenously initially and similar doses 
subsequently at about two-hour intervals until the blood sugar 
fell to such levels as to necessitate alteration in dosage. The 
gross mortality was 26%, and the mortality due to diabetic 
coma and its complications was 7%. The largest single cause 
of death was hypopotassemia. Statistical analysis of the data 
demonstrated that changes in the insulin dosage from 80 to 
160 to 240 units every two hours failed to influence the duration 
of clinical diabetic coma, the time required to lower the blood 
sugar to 300 mg. or less, or the time required to raise the serum 
bicarbonate level to 20 mEq. per liter or more. There was no 
significant difference among the three dosage groups in the rate 
at which the blood sugar level fell or the rate at which the 
serum bicarbonate level rose. 


Clinical Experience with Aerosol Insulin Therapy. C. Faelli. 
Minerva med. 45:1238-1242 (Nov. 17) 1954 (In Italian) [Turin, 
Italy}. 


Insulin given in aerosol form was given a trial at the 
Diabetarium Pediatrico Nazionale in Rome. This institution, the 
first of its kind in Europe and perhaps in the world, was estab- 
lished two years ago for the treatment of diabetic children 
between 2 and 14 years of age. Twenty-one children in whom 
the condition was not too severe were chosen for a comparative 
study of the effects of the administration of 10, 20, and 30 
units of insulin by subcutaneous injections and in aerosol. The 
author used crystalline insulin, which was aerosolized at the 
speed of one unit per minute. He found it difficult to make the 
younger patients breathe correctly. Four children received no 
benefit from the inhalations; 10 were benefited; and in 7 the 
effects paralleled those obtained with the subcutaneous injections. 
Many factors—the insulin concentration and its rate of diffusion 
(this can be influenced by combination -with hyaluronidase or 
substances that decrease its surface tension)—can influence the 
absorption of insulin given in aerosol form. This limited ex- 
perience suggests that this form of insulin administration offers 
possibilities of practical application. The technical aspects of the 
method (apparatus, concentrations, and doses) need to be per- 
fected, however. If further clinical experience will prove that 
this form of insulin therapy is beneficial, lipodystrophy, which 
is one of the main side-effects of the subcutaneous injection of 
insulin, will be prevented. As to the relationship between the 
neuroendocrine constitution of the patient and the use of in- 
sulin given in aerosol form, Faelli found that the thymico- 
lymphatic types with a tendency to neurovegetative vagotony 
benefit the most; those with hypothyroidism and hypopituitarism 
and a tendency to vagotony follow; and in those with hyper- 
thyroidism and a tendency to neurovegetative sympathicotonia 
the drug is ineffective. 


The Value of Chior-Trimeton® in the Management of Acute 
Allergic and Febrile Reactions to Blood Transfusion. C. C. 
Winter and G. V. Taplin. Ann. Allergy 12:717-727 (Nov.-Dec.) 
1954 [Minneapolis]. 

Antihistaminic agents have been used to prevent allergic and 
febrile reactions to blood transfusions. Winter and Taplin at- 
tempted to reevaluate the use of antihistamines in transfusions. 
They feel that many mild reactions are overlooked or are 
masked in patients under anesthesia or in those who simul- 
taneously receive sedatives or antipyretic drugs. The patients 
included in this study were mostly medical cases in whom it 
was possible to obtain sufficient data before and after trans- 
fusion to make an adequate evaluation of the true incidence of 
reactions. The chlorprophenpyridamine maleate (Chlor-Trime- 
ton) was either given intravenously prior to transfusion by in- 
jecting it directly into the tubing or by mixing it with the blood 
immediately before its use. Prior to investigating the prophylactic 
value of this agent, pilot studies were made to determine its 
possible toxicity. From about 8,000 cases, 846 were selected for 
inclusion in this study. In 264 patients who were not treated 
(control), the incidence of immediate allergic reactions was about 
10 times higher among allergic persons than in persons having 
no definite allergic background, whereas febrile reactions oc- 
curred with about equal frequency in both groups. Chlor- 
prophenpyridamine maleate produced no allergic or febrile 
response when administered intravenously in 10 mg. dosage to 
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25 normal individuals. The intravenous administration of this 
drug in a 10 mg. dose just prior to transfusion is shown to reduce 
the frequency of allergic reactions by a factor of two when 
comparison is made with a similar group of persons having 
positive allergic backgrounds. If the antihistamine is mixed with 
the blood transfused, and thereby given more slowly, its prophy- 
lactic value is greatly enhanced. The incidence of allergic re- 
actions is decreased by factors of about 10 and 4 in allergic 
and nonallergic groups of patients respectively. The greater 
effectiveness of this technique is tentatively being attributed to 
the slower rate of administration, which may provide effective 
blood and/or tissue concentrations of the antihistamine for 
longer periods. The drug was found to be totally ineffective 
when used to prevent febrile type transfusion reactions in either 
normal and/or allergic persons. No serious drug reactions were 
noted in any of the 451 cases wherein 10 mg. doses of anti- 
histamine were given to patients who were also receiving blood 
transfusions; however, most patients admitted mild drowsiness 
when questioned. Small doses (2 to 4 mg.) of chlorprophenpyrida- 
mine maleate were found adequate and effective when given in- 
travenously for the symptomatic treatment of immediate allergic 
type transfusion reactions. The prophylactic use of antihistamines 
should be restricted to patients having a definite allergic back- 
ground or a history of allergic transfusion reactions. Results of 
this investigation have led the authors to believe that the fre- 
quency of immediate allergic and febrile reactions to blood 
transfusion might be reduced to a minimum by administering 
antihistamine plus an antipyretic agent orally one to two hours 
before transfusion. 


Urticaria and Angioedema: Statistical Survey of Five Hundred 
Cases. M. J. Steinhardt. Ann. Allergy 12:659-670 (Nov.-Dec.) 
1954 [Minneapolis]. 


Steinhardt evaluated the clinical data of 500 unselected 
patients (235 men and 265 women) with urticaria seen at the 
University Hospital, Ann Arbor, Mich. The study covers the 
12 years from 1942 to 1953, inclusive. Urticaria was especially 
frequent in women from the second to the fourth decade of 
life. It is possible that the increase in stress situations during 
this period is largely responsible. One hundred nineteen, or 
31%, of the patients had a family history of asthma, hay fever, 
or atopic eczema. Similarly, a personal history of atopy was 
recorded in 194 cases, or 43.5%. The decrease in both the 
family and personal history of associated asthma, hay fever, 
or atopic eczema in the group seen in the period 1948-1953 
may be attributed to the fivefold increase of serum-sickness 
urticaria related to the administration of penicillin during the 
same period. Intradermal allergenic tests for foods or inhalants 
were carried out in 256 of the 500 patients, and of those 
tested 59% had significant positive reactions. The incidence of 
positive reactions to skin tests was much higher than the 
average in those with a familial or personal history of a‘opy; 
in these it was 74%. Food allergy was suspected in 30% of 
the diagnosed cases of chronic hives. Only those patients who 
were improved by the removal of the suspected food were 
classified as having cases of primary food urticaria. This group 
comprised 18.3% of patients prior to 1948 and 15% of those 
seen thereafter. The common everyday foods were oftener the 
cause of symptoms than were unusual foods. The larger number 
of cases attributed to psychological factors (39.5%) during 
the period from 1948 to 1953 is probably due to a greater 
emphasis placed on a more careful evaluation of the emotional 
status of the patient as compared to the early years, in which 
these cases numbered only 15%. The sharp decrease in the 
group with urticaria of undetermined cause may also be due 
to this greater attention to the emotional factors. Urticaria 
associated with infection was recorded in 71 cases. The higher 
incidence in causation of physical factors, such as exercise or 
exposure to sun or cold, during the last six years is believed 
to be largely due to greater awareness of these factors. Angio- 
edema occurred in 216 patients during the course of urticaria. 
The incidence has increased from 35% in the first six year 
study to 54% in the second six year period. This too, would 
appear to be related to the more prevalent penicillin serum 
sickness in which angioedema and urticaria usually occur 
simultaneously. Antihistamines proved effective in relieving the 
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pruritus in 78% of the patients evaluated. Thirteen per cent had 
complete recovery through removal of the causative factor. 
Seven per cent did not respond favorably to any of the methods 
used. The temporary use of corticotropin and cortisone, espe- 
cially the former, appears to be justified in serum sickness. A 
search for the causal factor and its elimination remains the 
goal of ideal therapy. 


Indications for Rauwolfia Serpentina Therapy in Medical 
Practice. H. Remien. Medizinische No. 47, pp. 1578-1581 
(Nov. 20) 1954 (In German) [Stuttgart, Germany]. 


Raupina and Raupinette, two commercial preparations of the 
powdered root of Rauwolfia serpentina, were used by the author 
in the treatment of 14 women and 16 men with hypertension. 
Of the 30 patients, 20 had essential hypertension, 5 had malig- 
nant hypertension, and 5 had transitional types of hypertension. 
All patients were observed for a period of three weeks before 
the institution of Rauwolfia therapy and none showed a spon- 
taneous drop in blood pressure. The patients were treated for 
three months. In the course of the first five to six weeks of 
treatment the Raupina preparation, which contains 2 mg. of 
the total alkaloids of Rauwolfia serpentina, was used. On the 
first day one tablet of the drug was given in the evening before 
retiring. On the second day two tablets were given, one at noon 
and one in the evening. On the third and on the following days 
three tablets were given, one each in the morning, at noon, 
and in the evening. After six weeks of this therapy, the Raupinette 
preparation, which contains 1 mg. of the total alkaloids of 
Rauwolfia serpentina, was given three times daily. A drop in 
blood pressure of 40 to 50 mm. Hg on the average occurred 
after three weeks of treatment. Lowering of systolic and diastolic 
blood pressure occurred independently of the type of hyper- 
tension. The drop in blood pressure occurred gradually and 
not suddenly as with other medical or surgical methods of 
treatment. Occasionally the favorable effect of the drug on 
the blood pressure was manifested already after 10 days. 
Subjective symptoms such as vertigo, occipital headache, de- 
creased work capacity, aortalgia, and peripheral vasalgia sub- 
sided. Also the so-called blood pressure crises that are elicited 
by severe emotions, meteorological influences, and physical 
and mental strain can be prevented. The drug was well tolerated. 
Toxic side-effects associated with other hypotensors were not 
observed. Only 4 of the 30 patients did not respond to the 
treatment. 


Effect of Intravenous Administration of Sodium Thiosulfate on 
Blood Lead Content and on the Excretion of Lead in Urine 
and Feces in Cases of Lead Poisoning. D. O. Shiels, W. C. 
Thomas, G. R. Palmer and others. M. J. Australia 2:773-782 
(Nov. 13) 1954 [Sydney, Australia]. 


According to Shiels and associates the value of the intra- 
venous administration of sodium thiosulfate in lead poisoning 
has been demonstrated. It seemed important to know the effect 
of the treatment on the freely circulating lead in the body, 
whether it caused storage in a less soluble form in the bones 
or whether it increased elimination in urine and/or feces. A 
dose of 30 grains (2 gm.) in water was given intravenously 
every second day. This caused a rapid decrease in the urinary 
lead concentration as determined by Taylor’s method of pre- 
cipitation with, or adsorption on, calcium oxalate, ashing of 
the precipitate in the dry way, and subsequent comparison of 
turbidity produced in the final lead solution by sodium bisulfite 
with standard solutions of lead. Shiels slightly modified the 
method, using silica dishes instead of platinum, and nitric acid 
instead of hydrochloric acid for the solution of the precipitate 
prior to ashing. This method is referred to as the modified 
Taylor’s method. Fourteen patients with lead poisoning who 
were treated with sodium thiosulfate are designated as group A, 
and four patients who did not receive this treatment are desig- 
nated as group B. There was no significant difference in the 
mean concentration of lead in urine of the two groups prior 
to the commencement of the thiosulfate treatment. There was a 
rapid fall in urinary lead concentration in all those undergoing 
thiosulfate treatment except in one case, and there was no 
comparable fall in those not receiving this treatment. The fall in 
urinary lead concentration was statistically significant and not 





J.A.M.A., March 5, 1955 


due merely to daily variations that are known to occur in lead 
excretion. Recently a considerable number of determinations 
of urinary lead concentration have been made, both by the 
modified Taylor method and by a wet oxidation method, in 
which oxidation by nitric acid or nitrosyl sulfuric acid was 
followed by determination of lead concentration by the mixed 
color dithizone method. While there is no significant difference 
in the results of analysis of urinary lead content by the two 
methods in persons not receiving thiosulfate treatment, there 
is a significant difference in the results of the two methods in 
persons who are receiving thiosulfate treatment. The values 
obtained by the wet oxidation methods were about 60% higher. 
Further, in persons who are receiving thiosulfate treatment, 
the differences between the values as determined by the two 
methods are greater for urine collected during the 24 hours 
subsequent to the injections than they are for urine collected 
prior to the injections. Studies made on some patients are 
described in greater detail, not only with regard to urinary lead 
concentration but also with regard to urinary lead excretion 
and fecal lead excretion. With thiosulfate treatment the increased 
urinary lead concentration is not maintained for as long as is 
the case with sodium citrate treatment. The difference in the 
dosages may be the reason for this. The daily average dose 
of thiosulfate was 1 gm. (2 gm. every second day), whereas 
the dose of the citrate was 12 to 15 gm. daily. Thus it is hardly 
to be expected that the thiosulfate would have as great or as 
prolonged an effect as the citrate. However, clinical experience 
indicates that the thiosulfate treatment is as effective as the 
citrate treatment, and it may be that the thiosulfate is effective 
because it supplies sulfur. Sulfur in various other forms has 
been useful in the treatment of lead poisoning. Hydrogen 
sulfide, sodium tetrathionate, sulfur baths, even dimercaprol 
(BAL) have all been used successfully for this purpose. There 
is no evidence that the treatment with sodium thiosulfate causes 
any storage of the blood lead content in organs or tissues. 


Effects of Adrenocorticotropic Hormone (ACTH) and of 
Cortisone on Peptic Ulcer: I. Clinical Review. D. J. Sandweiss. 
Gastroenterology 27:604-616 (Nov.) 1954 [Baltimore]. 


Sandweiss found in the literature fairly complete data on 28 
patients in whom development of active peptic ulcer during 
corticotropin (ACTH) and cortisone administration was re- 
ported, and 22 others were mentioned in reports. Of the 50 
patients, 22 had never had ulcer symptoms before the institu- 
tion of hormone therapy and 23 were known or were suspected 
to have had a preexisting ulcer; this information was not given 
for the remaining 5 patients. Sixteen of the 50 patients were 
subjected to surgical intervention; 6 of the 16 patients were 
operated on for perforation, 2 for perforation and hemorrhage, 
and 2 for hemorrhage. Two patients were operated on because 
of persistence of a gastric ulcer. The indication for surgical 
intervention was not stated for the remaining four patients. 
Nine of the 50 patients died, and autopsy reports were available 
in 8. Six of the eight patients died of hemorrhage and/or 
perforation. The seventh patient belonged to the group of 16 
operated on, and he died postoperatively from adrenal cortical 
insufficiency. The cause of death of the eighth patient was not 
established post mortem; a healed duodenal ulcer was found. 
Almost complete fibrosis and healing of a gastric ulcer was 
observed in another patient. Most of the remaining ulcers 
induced by corticotropin and cortisone were recent and. acute, 
with the defense mechanism pronouncedly depressed or absent. 
These ulcers apparently simulate the acute ulcers of the alarm 
reaction, anoxia, burns, and other acute stress phenomena. The 
exact relationship between the acute lesions of the alarm 
reaction and chronic peptic ulcer in man has not been clarified, 
and, apparently, no one has been able to produce a chronic 
peptic ulcer by chronic stress. Certain evidence points to an 
adrenal phase of gastric secretion, independent of the cephalic 
and antral phases. Data also are available on differences in 
uropepsin excretion in normal persons and patients with ulcers. 
However, evidence of recent studies differs in these respects. 
Many discrepancies are yet to be resolved. Also, adrenal 
cortical hyperactivity, as measured by appropriate physiological 
and chemical methods, has not yet been shown in patients with 
spontaneously occurring peptic ulcer. Reports are available on 
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patients with rheumatoid arthritis who were known to have had 
preexisting peptic ulcer but in whom reactivation of their 
ulcers failed to develop despite the fact that corticotropin 
or cortisone was administered for long periods. Reports are 
available on patients treated with these hormones during active 
ulcer distress in whom remission of ulcer symptoms occurrred 
while they were receiving the hormones. Sandweiss believes 
that, when there is a definite indication for steroid therapy and 
great benefit is expected from its use, a preexisting peptic ulcer 
is not an overriding contraindication for such therapy. How- 
ever, because acute ulcers may and do occur during adminis- 
tration of corticotropin and cortisone, and because perforation, 
hemorrhage, and even death may result from these acute 
lesions, extreme caution should be exercised in the administra- 
tion of these hormones, whether the patient does or does not 
have a preexisting peptic ulcer. 


Effects of Smoking Tobacco on Gastric Acidity and Motility 
of Hospital Controls and Patients with Peptic Ulcer. F. Steig- 
mann, R. H. Dolehide and L. Kaminski. Am. J. Gastroenterol. 
22:399-409 (Nov.) 1954 [New York]. 


The effect of smoking cigarettes on gastric acidity in patients 
with duodenal ulcer has been studied by several workers. Some 
found that smoking on a fasting stomach increased both the 
gastric secretion and acidity, whereas others found little or no 
increase or even depression of gastric acidity after smoking. 
Some felt that there was no difference between the effect of 
smoking of standard cigarettes and “denicotinized” cigarettes. 
In this investigation two different types of cigarettes, one 
standard and one filter-type, were tested in 98 persons, 44 
hospital controls, and 54 peptic ulcer patients, by the following 
procedure. Intubation with a Levine tube was done in fasting 
patients and the gastric contents were aspirated twice at 10- 
minute intervals. After the second aspiration, the patients were 
given a cigarette to smoke and the aspirations were continued 
every 10 minutes for another six aspirations. The gastric 
aspirations were tested for free and total acidity. The same 
procedure was continued for two mornings, with the patient 
smoking a different type of cigarette each time. From the 
results obtained with these tests the authors conclude that 
there is a definite increase in gastric acidity after smoking of a 
cigarette in a high percentage of both hospital controls and 
peptic ulcer patients. The increase in acidity is more frequent 
and in the higher ranges after an ordinary than a filtered 
cigarette. The antral motility is also more often decreased 
after the smoking of an ordinary than a filtered cigarette. The 
changes in antral motility, particularly its decrease, may be of 
additional importance if it is considered that this may lead to 
poor gastric emptying, with its associated sequelae. There is a 
possibility that the rise in gastric acidity after smoking of an 
ordinary cigarette may be related to the decreased antral 
motility. 


Staphyloco¢cus Pyogenes Cross-Infection: Prevention by Treat- 
ment of Carriers. J. C. Gould and W. S. Allan. Lancet 2:988- 
989 (Nov. 13) 1954 [London, England]. 


The anterior nares of human carriers are probably the source 
of the Micrococcus (Staphylococcus) pyogenes organisms that 
cause contamination of wounds in hospitals. Gould and Allan 
studied the effects of intranasal antibiotic creams in carriers of 
micrococci. Since all of the carrier strains were sensitive to 
oxytetracycline (Terramycin), this antibiotic was used. The cream 
was prepared by adding 1% by weight of oxytetracycline hydro- 
chloride to a lanette-wax water base consisting of one part wax 
and two parts water. About 25 mg. of cream, containing 250 
mcg. of antibiotic, was rubbed into the skin lining of each 
nostril four times daily for 10 days. This work was carried out 
in a general hospital of 170 beds. At the beginning of Febru- 
ary, 34 carriers on the staff received oxytetracycline cream as 
described above. At the end of February, two weeks after with- 
drawal of the antibiotic, only three of the treated carriers had 
nose-swab cultures positive for M. pyogenes. At each successive 
swabbing the number with positive cultures increased until it 
was 19 at the end of May. As a result, the hospital carrier-rate 
was reduced during February, March, and April, but by the 
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end of May the over-all rate had returned to 31%. In the months 
preceding the use of the antibiotic cream there was fairly con- 
stant monthly incidence of micrococcic infection. In February 
there was a fall, which was maintained during March and April; 
but by May the number of cases once again approached the 
pretreatment level. The question now arises whether one can 
repeat administration of the antibiotic at intervals as a means 
of maintaining reduced infectivity of the carriers. The obvious 
dangers are the emergence and spread of antibiotic-resistant 
strains, the upset of the normal commensal flora of the nose 
and adjacent passages, and the sensitization of the carriers to 
the antibacterial agent. In this series the authors found no in- 
crease of resistance to the antibiotic. When the antibiotic is used 
in the way described, there appears to be little disturbance of 
the normal nasal flora. Sensitization of a carrier was never ob- 
served. Repeated use will no doubt increase the risk, but this 
should be slight if little antibiotic is applied. 


Staphylococcal Pseudomembranous Enterocolitis Complicating 
Treatment with Aureomycin. E. Williams. Lancet 2:999-1000 
(Nov. 13) 1954 [London, England]. 


According to Williams chlortetracycline (Aureomycin) and 
oxytetracycline (Terramycin) have relatively little direct toxicity 
and are usually chosen in preference to chloramphenicol, be- 
cause administration of this drug is associated with a slight risk 
of aplastic anemia. It is now becoming apparent, however, that 
administration of the tetracycline derivatives, particularly oxy- 
tetracycline, has resulted in many deaths from fulminating 
micrococcic (staphylococcic) enterocolitis. In this disorder a re- 
sistant organism thrives in the intestine when the normal flora 
have been destroyed. The disease is usually fatal, and autopsy 
reveals in most cases a pseudomembranous enterocolitis. While 
micrococcic enterocolitis is not inevitably fatal, recovery from 
pseudomembranous entercolitis has not been previously reported. 
The 15-year-old girl whose case is presented is therefore note- 
worthy. In this girl diarrhea and vomiting began when she was 
about to be discharged from hospital, 12 days after having been 
subjected to a suprapubic cystotomy. On account of postopera- 
tive pyrexia she had been treated with sulfadimetine (Elkosin), 
which was later supplemented by the oral administration of 
chlortetracycline. When vomiting and loose bowel movements 
continued, treatment with sulfadimetine and chlortetracycline 
was stopped, but two days later she was semicomatose, col- 
lapsed, and severely shocked, with cold blue extremities; her 
pulse was barely perceptible (rate 170 per minute), and her blood 
pressure could not be recorded. Her lips and tongue were pain- 
ful, swollen, and red, and her throat was inflamed. A diagnosis 
of micrococcic enteritis was confirmed by microscopic examina- 
tion of the feces, which contained pus and gram-positive cocci; 
culture yielded a profuse growth of M. pyogenes, which was 
sensitive to erythromycin and neomycin but insensitive to peni- 
cillin, streptomycin, chloramphenicol, chlortetracycline, and 
oxytetracycline. Treatment included administration of fluids, 
along with arterenol (Nor-adrenaline) and Eucortone (cortical 
extract of suprarenal gland) intravenously, erythromycin by 
mouth and parenterally, and bacitracin by mouth. The author 
feels that neither chlortetracycline nor oxytetracycline should be 
administered without clear indication of need. 


Psychosomatic Aspects of Ventricular Ulcer. G. A. Lindeboom. 
Belg. tijdschr. geneesk. 10:1001-1006 (Nov. 1) 1954 (In Flem- 
ish) [Leuven, Belgium]. 


Lindeboom shows that psychic factor may play a part not 
only in the onset of peptic ulcer and in exacerbations and im- 
provements but also in two of its serious complications, acute 
hemorrhage and perforation. He is concerned chiefly with the 
role of intense emotion in the onset of gastric hemorrhage. He 
reports his studies on the role of emotion in 46 patients with 
profuse gastric bleeding. An acute emotional factor was found 
in 2 of these patients, a period of emotional tension preceded 
the gastric hemorrhage in 12 patients, and a combination of 
psychic and somatic stress was ascertained in 5 patients. Thus 
emotional factors were present in 19 of 46 patients with gastric 
hemorrhage. Emotion seems to play a more important part in 
the onset of hemorrhage in patients between 20 and 50 years 
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of age with ulcers than in patients over 50 years of age. Linde- 
boom also points out that, whereas acute emotional tension may 
be a precipitating factor in gastric bleeding, the psychosomatic 
concept of the genesis of ulcer is somewhat different in that the 
entire personality structure is taken into consideration. In com- 
menting on the so-called ulcer personality, the author mentions 
the somewhat obscure neurosis problem. He investigated how 
many of the 46 patients did not have prolonged gastric com- 
plaints before the onset of gastric bleeding; this was the case 
in 21 of the 46 patients. Factors other than psychic play a part 
in the pathogenesis of ulcer, such as infectious factors in the 
form of tonsillitis or sinusitis, toxic factors such as dietetic mis- 
takes, and the misuse of alcohol, tobacco, and of the drug Irga- 
pyrine (a proprietary containing equal parts of phenylbutazone 
and aminopyrine). In elderly patients arteriosclerosis can be a 
causal factor. Moreover, familial predisposition seems to play 
a part. Although psychic factors, conflict situations, and emo- 
tional factors seem to play a part in some patients with ulcers, 
this does not justify speaking of “the” psychogenesis of gastric 
ulcer. 


Potential Infectious Hazards of Laboratory Techniques: I. 
Lyophilization. M. Reitman, M. L. Moss, J. B. Harstad and 
others. J. Bact. 68:541-544 (Nov.) 1954 [Baltimore]. 


Reitman and co-workers point out that the preservation of 
bacteria and viruses by lyophilization has increased to the extent 
that practically every laboratory has occasion to lyophilize cul- 
tures. The dried organisms are in a highly concentrated form 
and, depending on the nature of the suspending menstruum, 
range from a light fluffy powder to a hard clay-like material. 
The possible dissemination into the air of dried, concentrated, 
infectious powders presents a hazard to the laboratory worker. 
After citing other investigators, who reported the recovery of 
Bacillus anthracis, Erysipelothrix rhusiopathiae, and the virus 
of Newcastle disease from the vapor that condensed on the 
sides of the condenser during lyophilization, Reitman and asso- 
ciates describe their own experiments with Serratia indica, 
Bacillus stearothermophilus, strain 1518, and coliphage T-3. All 
lyophilization was carried out in a Florsdorf-Mudd all-glass 
lyophil apparatus. It was found that the lyophilizer becomes 
heavily contaminated during its operation and should be treated 
as carefully as any other piece of contaminated equipment. 
Danger to the operator appears to lie in the contamination of 
the hands from the manifold outlets; the use of rubber gloves 
seems warranted. Although the test organisms could not be 
recovered from the pump oil, it was shown that organisms do 
reach this area. The use of the double-trap cotton filter not only 
prevents contamination of the vacuum gauge and pump but 
allows the safe removal of the remainder of the apparatus for 
sterilization. Heavy contamination of the apparatus precludes 
disassembling before sterilization. When it is not feasible to 
sterilize the lyophilizer after each use, it is advisable to place 
the apparatus in a ventilated cabinet. 


Mumps: A Cause of Infertility. J. W. Ballew and W. H. 
Masters. Fertil. & Steril. 5:536-543 (Nov.-Dec.) 1954 [New 


York]. 


The infertility service of the Washington University School 
of Medicine evaluates both the male and female as a biological 
unit. Emphasis is placed on a complete medical history and 
physical examination. The information gathered from 79 in- 
fertile family units leads to a viewpoint diametrically opposed 
to many present-day concepts and teachings and antithetical to 
Benard’s statement that “sterility following mumps is a myth.” 
On the contrary, a severe physiological insult to the generative 
system of the male is frequently demonstrable. Of the 79 family 
histories, 19 (23%) revealed mumps orchitis. Of these 19 men, 
11 were found to be azoospermic on repeated examinations. Two 
of the 11 azoospermic males also gave histories of gonorrhea 
contracted in the army. For this reason these two cases were 
deleted from further consideration. In addition to the nine azoo- 
spermic males, there were six men with decreased sperm produc- 
tion, and these men also had increased abnormal sperm forms in 
the ejaculate. Some degree of atrophic testicular change was pres- 
ent in all the cases of mumps orchitis. In each of the listed cases, 
not less than six years elapsed between onset of the disease and 
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examination. As Candel has pointed out, an attempt to evaluate 
future fertility prospects in the immediate postinfection period, 
or for that matter within two or three years of the acute orchitis, 
may well present false information. Atrophy of testicular tissue 
follows a slow course for months and even years after sub- 
sidence of the acute infection, according to most investigators. 
In the 79 family units there was only one in which the female 
had abdominal pain coincident with mumps parotitis. The diag- 
nosis of ovarian involvement was not entertained at the time 
of the acute infection, but she recalls vividly the abdominal 
pain and resultant bed rest. Perhaps more detailed history taking 
would bring out more such cases. This service is particularly 
interested in mumps histories in those women with clinical sug- 
gestion of thickened ovarian capsules. The authors feel that 
mumps orchitis must be given more consideration as a cause of 
infertility. 


Treatment of Lead Colic with Cortisone and Corticotropin. 
E. C. Vigliani. A. M. A. Arch. Indust. Hyg. 10:491-500 (Dec.) 
1954 [Chicago]. 


Of 38 patients with lead colic admitted to the Clinic del 
Lavoro of Milan, Italy, between 1947 and 1953, the first 19 
were treated with calcium, 4 others were given dimercaprol 
(BAL), and the last 15 were treated with cortisone or cortico- 
tropin (ACTH). The clinical follow-up of the patients and the 
study of the lead metabolism indicated that the action of calcium 
is nonspecific, antispasmodic, and rapidly transient. Dimercaprol, 
though deeply affecting the lead metabolism, is a dangerous 
drug in lead colic, having in some cases aggravated and pro- 
longed the duration of pain. Cortisone or corticotropin shows 
a remarkably beneficial effect; pain disappears within one to 
two days, and in some patients within a few hours. In patients 
with a positive reaction to the Thorn test, best results are 
achieved by continuous intravenous infusions of 15 to 20 mg. 
of corticotropin in 500 cc. of 2.5% dextrose given twice daily 
at a rate of 60 drops per minute. The infusion of one liter of 
dextrose per day serves also to maintain the fluid balance dur- 
ing the colic. Cortisone and corticotropin have no influence on 
lead metabolism; their action is probably on the host and not 
on the poison. As in lead colic the urinary output of 11-oxy- 
corticosteroids is normal or high, it is believed that cortisone 
or corticotropin therapy does not fill a hormonal deficiency but 
increases a defense of the body-already in action. It is possible 
that the best results in the treatment of lead colic will be ob- 
tained from the simultaneous use of drugs neutralizing and 
eliminating the lead and of hormones aiding the body in its 
defense against the poison. 


Treatment of Inorganic Lead Poisoning with Edathamil Calcium- 
Disodium. E. L. Belknap and M. C. Perry. A. M. A. Arch. 
Indust. Hyg. 10:530-547 (Dec.) 1954 [Chicago]. 


Seven men with heavy lead absorption were hospitalized and 
treated with intravenously administered edathamil calcium-di- 
sodium (monocalcium disodium ethylenediaminetetraacetate), 
in doses of 5 cc. or 1 gm. diluted in 250 cc. of 5% dextrose 
in distilled water twice a day for five days followed by a rest 
period of two days, with resumption of the five-day course, then 
another period of rest for two days, and finally a course of four 
days as before. The total dose of the drug administered varied 
from 25 gm. to 30 gm. Lead excretion in the urine increased 
from 5 to 10 to 20 times, with a definite peak of such excretion 
occurring almost immediately within the first 24 to 48 hours 
after the beginning of treatment. There was a sharp dropping 
off of this urinary lead excretion after two or three days, despite 
continued treatment. A secondary peak of lead excretion oc- 
curred after a two or three days’ rest period. It is therefore 
suggested that the most effective way to use edathamil calcium- 
disodium is to give it intravenously for only two or three days, 
alternating with a four or five-day rest period, thus reversing 
the regimen of five days’ treatment and two days’ rest used in 
the authors’ patients. Usually the coproporphyrin excretion in the 
urine dropped promptly soon after the edathamil calcium-di- 
sodium treatment was started and often remained down. If 
coproporphyrin urinary excretion does not drop promptly after 
the institution of the treatment, it may be that further delead- 
ing courses of the drug should be given. Thus, one may find 
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that porphyrin in the urine may be used as an index of the 
effectiveness of edathamil calcium-disodium in deleading or 
ridding the patient’s system of stored lead. One of the authors’ 
patients resumed his former occupation as an operator of a 
waste-paper press, the paper worked on having been heavily 
contaminated with lead compounds. Reexposure necessitated re- 
admission to the hospital for recurrence of abdominal lead colic. 
The patient was given edathamil calcium-disodium orally in 
tablet form, 2 gm. daily, or a total dose of 16 gm. Close obser- 
vation of the lead excretion in the urine suggested that possibly 
oral administration of edathamil calcium-disodium is somewhat 
effective, though to a much less degree than intravenous admin- 
istration. Oral prophylactic treatment is still too experimental 
to be widely recommended. Treatment with the drug given intra- 
venously proved to be not only effective but safe, with no real 
evidence of any untoward results immediate or remote. Intra- 
venous treatment with the drug does not give the prompt relief 
of lead colic that one expects within one-half hour with intra- 
venously administered calcium gluconate. Therefore, a combina- 
tion of intravenously administered calcium gluconate in alternate 
doses with intravenously administered edathamil calcium-di- 
sodium is calculated to give immediate pain relief, combined 
with a sharp reduction of circulating, and therefore potentially 
dangerous, lead, 


SURGERY 


Simultaneous Bilateral Breast Cancer: Report of Two Cases. 
J. R. Cullen, F. P. Catanzaro and G. T. O’Conor. Connecticut 
M. J. 18:816-819 (Oct.) 1954 [New Haven, Conn.]. 


The recent literature, according to Cullen and associates, 
suggests that the incidence of bilateral breast cancer is on the 
increase. However, the simultaneous occurrence of bilateral 
breast cancer continues to be rare. The incidence of bilateral 
cancer varies from 12.9%, reported by Jordan an4 Keyes, to 
about 2%, as reported by Finney and co-workers. In the series 
of 53 cases reported by Keyes, only two patients presented 
simultaneous bilateral breast cancers. The remaining patients 
had a time interval between involvement of the two breasts 
ranging from two months to seventeen years. One of the present 
authors (J. R. C.) reported a case of simultaneous bilateral 
breast cancer in the Connecticut State Medical Journal of 
November, 1949. This patient is alive and well without evidence 
of disease five years after bilateral radical mastectomy. The 
authors review this case and present one other case of bilateral 
simultaneous breast cancer together with a discussion of the 
pathological findings in each patient. 


Relationships of Benign Lesions of the Breast to Cancer. A. P. 
Stout. J. Nat. M. A. 46:375-381 (Nov.) 1954 [New York]. 


Two features are of paramount importance with regard to 
the relationship of benign lesions of the breast to cancer. 
A number of benign lesions can produce the physical signs of 
cancer and, conversely, there are cancers that can so closely 
simulate the physical signs of benign tumors and cysts as to be 
mistaken for them. The second question is whether any of the 
benign lesions of the breast are precancerous in the sense that 
breast cancer is more likely to develop in them than in the 
breasts of other women of comparable age. If the answer is 
yes, what action if any should be taken to prevent the develop- 
ment of cancer? Fat necrosis, mammary duct ectasia, and 
granular cell myoblastoma can give the clinical signs of breast 
cancer, and there are occasional breast cancers that clinically 
simulate benign lesions. There are many other lesions that 
Clinically are indeterminate. These facts serve to underline the 
importance of the biopsy before treatment of a lump in the 
breast. The peculiar fibroepithelial tumor of the breast with 
sarcoma-like proliferation in its stroma called cystosarcoma 
phylloides rarely metastasizes, and complete local excision serves 
to cure all but 2.6% of these cases. The macroscopic intra- 
ductal papilloma is a benign tumor, and there is no proof that 
it gives rise to cancer at a higher rate than the expected one in 
the female population. There does not seem to be any relation- 
ship between papillomas and papillary intraductal carcinomas. 
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If all of the data on which the figures are based are reliable, 
cancer develops in the breasts of women with proved cystic 
disease from 2.5 to 5 times more often than it does in the 
breasts of the general female population. The author, however, 
does not accept all of the data as necessarily accurate, and 
he feels that a relationship between cystic disease and cancer 
has not been definitely established. For this reason and because 
cystic disease is probably always bilateral, simple unilateral 
mastectomy as a prophylactic procedure for the prevention of 
breast cancer is ineffectual. 


Tuberculous Pleural Empyema: Conception, Classification, 
Treatment, and Results. A. A. Padula and M. de Mello Faro. 
Rev. brasil. tuberc. 22:423-454 (May-June) 1954 (In Portu- 
guese) [Rio de Janeiro, Brazil]. 


Eighty-nine patients with tuberculous pleural empyema were 
observed by the authors in the department of empyema of the 
Mandaqui Hospital of Rio de Janeiro between the years 1947 
and 1953. The majority of the patients were between the ages 
of 20 and 39 years. Most of them had previously had artificial 
pneumothorax. Empyema developed in the course of inactive 
pulmonary tuberculosis in 12 patients and in the course of 
either unilateral or bilateral active pulmonary tuberculosis in 
77 patients. The causes of its formation were a spontaneous 
rupture in 26 patients and a complication of extrapleural or 
intrapleural pneumothorax in 63 cases. Empyema was open in 
44 cases and closed in 45. The patients were observed for a 
period of time that varied between 2 months and 2% years 
after hospitalization. The pneumothorax was discontinued before 
starting treatment of empyema. The treatment was conservative 
(medical) alone in 77 cases and followed by surgical treatment 
in 12 cases. Conservative treatment consisted of (1) thoracentesis 
followed by pleural lavage with isotonic sodium chloride solu- 
tion and intrapleural administration of antibiotics and chemical 
drugs, (2) thoracentesis followed by pleural lavage with oxygen 
and (3) pleurolysis. Thoracentesis and pleural lavages were 
given once a week up to closure of the pleura or great improve- 
ment of the patient. A thoracoplasty was done in six patients, 
pleuropulmonary decortication in three, pleuropneumonectomy 
in two, and pleurolobectomy in one. Cure was obtained in 38 
patients and great improvement in 24 patients who are still 
under treatment; 22 patients died, and 5 did not report for 
observation. In the group of patients who recovered, 28 had 
conservative and 10 surgical treatment, 10 had inactive and 
28 active pulmonary tuberculous lesions, and 13 had open and 
25 closed empyema. In 9 out of the 28 who had conservative 
treatment alone, the quiescent tuberculous pulmonary lesions 
became active after reexpansion of the lung. In the group of. 
patients who improved, 22 had conservative and 2 surgical 
treatment, 2 had inactive and 22 active pulmonary tuberculous 
lesions, and 11 had open and 13 closed empyema. The 22 deaths 
occurred in the group of patients who were beyond the limits of 
operability and who had conservative treatment alone. Death 
occurred within two months after hospitalization in 10 cases 
and between two and six months in 12 cases. The authors con- 
clude that: 1. Prophylaxis of tuberculous pleural empyema 
consists in early discontinuation of insufficient collapse. 2. The 
transformation of serous into purulent empyema is insidious. 
3. Conservative treatment should be given always before surgical 
treatment; it produces cure in many patients and prepares others 
for an operation. The prognosis of empyema is better and the 
percentage of cure higher in patients with closed than in those 
with open empyema. 


The Potentialities of the Electrogastrograph. H. S. Morton. 
Canad. M. A. J. 71:546-555 (Dec.) 1954 [Toronto, Canada]. 


In giving a brief history of the development of the electro- 
gastrograph, Morton raises the question as to why the develop- 
ment of this mode of*examination has been so slow. He feels 
that the answer is mainly an electrical one: the frequencies 
have been too slow to be amplified by alternating current and 
too small to be accurate by direct current amplification until 
recently. The electrode is the key to electrogastrography, which 
is essentially direct current amplification. The electrodes now 
used are 1 mm. in diameter, silver—silver chloride, 4 mm. 
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long covered by a plastic cuff 2.5 cm. in length filled with 
isotonic sodium chloride solution and an absorbent v.otton plug 
to act as a diffusion barrier. The tip of the cuff has a radio- 
opaque marker for x-ray localization of the electrode in the 
stomach. The reference electrode is exactly the same as the 
gastric one and is applied to the skin in the right deltopectoral 
groove near the shoulder. These two leads are connected to 
the direct current preamplifier with a triple-stage amplification 
before passing to the recorder. In measuring potentials with 
the electrogastrograph, two factors have emerged. There is 
the potential difference level, which is related to secretory 
activity and may be regarded as the level of the tide, and there 
are the small variations or alternating current components due 
to the superimposed muscular activity that represent the waves 
on the surface. The electrodes pick up the electrical alterations, 
which are then amplified in three stages and finally recorded 
on moving paper in the electrogastrograph. Before this appara- 
tus was used for diagnosis, it was necessary to establish the 
normal pattern. The potential difference level is approximately 
zero, varying + 10 mv., when the skin is used as the reference; 
while the dominant frequency is 3 cycles per minute having 
an amplitude around 1 mv. These waves are seen during fluro- 
scopic examination and at operation, or they may be demon- 
strated by the balloon-tambour method. This agreement of 
ali four methods is too striking to be ignored. Control re- 
cordings were obtained from patients with fractures and from 
the staff. The second group named pseudocontrols consisted 
of patients complaining of gastric symptoms but who had 
no radiological or other evidence of gastric disease. The third 
group had demonstrable peptic ulcers. The activity in these 
patients is proportional to their symptoms and lack of treatment, 
in other words, the electrogastrogram records the functioning 
rather than the anatomic pathology of the stomach. Many 
patients with ulcers, after they had been in hospital for several 
days, had normal recordings. The rest in bed, diet, and drugs 
reduced their symptoms, and although an ulcer still could be 
demonstrated, that is, the structural alteration was still present, 
the hyperactivity or physiological stimulation had been altered, 
and consequently the electrical pattern was quieter. The electro- 
gastrogram in carcinoma of the stomach seems always to be 
irregular, and in most cases this irregularity is complete as 
regards both amplitude and rhythm. In patients with pernicious 
anemia the electrogastrographic pattern was fairly active and 
rather irregular. The electrogastrograph also shows that certain 
emotions, such as hostility, aggravation, frustration, and anger, 
affect the potential difference and the motility. The author 
believes that by means of multiple channel recordings the 
mechanism of motility may be elucidated and the helical archi- 
tecture of the musculature studied. Similar work on the esopha- 
gus, the intestines, the urinary tract (particularly the bladder), 
the uterus, and even the arteries may be undertaken. 


The Present Rational Treatment of Portal Hypertension. E. M. 
Nanson. Australian & New Zealand J. Surg. 24:98-105 (Nov.) 
1954 [Me!bourne, Australia]. 


Nanson feels that it is important to regard portal hyper- 
tension as a mechanical fault in which a dam has been thrown 
across the portal blood stream, thereby hindering the onward 
portal flow. As a result, a head of pressure is raised behind 
the dam to help overcome the unnatural resistance. The portal 
circulation is unique, in that it commences in capillaries and 
ends in capillaries. Therefore, theoretically the portal pressure 
could be raised by increased flow and pressure through the 
mesenteric capillary bed; in actual fact this does not occur. 
Instead, increased resistance to the outflow develops. This may 
occur either in the main portal vein itself or in the portal 
tracts within the liver, or in the liver sinusoids, or in the outflow 
from the liver sponge, viz., the hepatic veins. Thus there is 
prehepatic or extrahepatic obstruction, intrahepatic obstruction, 
and posthepatic obstruction. The two types of portal hyper- 
tension that require surgical treatment are (1) the prehepatic 
or extrahepatic portal block, and (2) the intrahepatic portal 
block. The posthepatic block is a relatively uncommon condition 
involving some process blocking the hepatic veins, thereby 
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producing the Budd-Chiari syndrome. It is not uncommonly 
associated with obstruction of the inferior vena cava at the level 
of the entrance of the hepatic veins. One of the commonest 
causes of this condition is neoplasm; as it is outside the ordinary 
concept of portal hypertension, it is disregarded in this report. 
Patients with extrahepatic portal obstruction are usually young 
children whose symptoms of hematemesis develop early, often 
before the age of 5 years, but the onset of symptoms may be 
delayed till in the late teens. These children are said to suffer 
from Banti’s disease or syndrome, i. e., splenomegaly, anemia, 
and neutropenia, with esophageal varices. The author feels 
that it would be better if the term Banti’s disease could be 
deleted from the literature and the term extrahepatic portal 
vein obstruction or extrahepatic portal hypertension be sub- 
stituted. The erroneous idea still persists that the splenomegaly 
and splenic fibrosis may be primary and that subsequently this 
condition may spread to the liver and produce a secondary 
portal cirrhosis, and it is on this fallacious reasoning that 
splenectomy has been justified in these cases. A splenectomy 
is a surgical crime in these cases, because thereby the splenic 
vein is destroyed, and with it is destroyed the only chance of 
doing an adequate venous shunt. These patients should be 
treated by a splenorenal anastomosis. If that is not possible 
due to the loss of the spleen, then direct attack on the varices 
is indicated by a transection or a transfixing procedure. Intra- 
hepatic portal cirrhosis is usually of the Laennec variety. Here 
a good portal vein usually exists, and, provided adequate liver 
function is present, a portocaval, end-to-side anastomosis is the 
treatment of choice. Ascites and poor liver function are contra- 
indications to any shunt procedures until the liver function is 
back to normal or near normal, but, if hematemesis is likely 
to prove fatal, then a direct attack on the varices is indicated 
as a lifesaving procedure, with the idea of doing a shunt later. 


Clinical and Social Problems Associated with Familial Intestinal 
Polyposis. P. H. Brasher. A. M. A. Arch Surg. 69:785-796 
(Dec.) 1954 [Chicago]. 


Familial polyposis of the colon should be differentiated from 
congenital polyposis affecting the whole gastrointestinal tract, 
a disease that is accompanied by skin pigmentation. The obvious 
skin marking and the early obstructive symptoms from the 
benign polyps of the small intestine soon bring such patients 
for medical advice, whereas the symptoms of polyposis of 
the large intestine may be relatively trivial until malignant 
disease supervenes. Isolated polyps in the rectum should not 
be confused with colonic polyposis. Brasher discusses problems 
that arise during the investigation of families with polyposis. 
He reports two families that he investigated at St. Mark’s 
Hospital, London, where 55 families with polyposis have now 
been investigated. The pedigrees of the two families are shown 
in diagrams, and summaries of the affected members of the two 
families are given in tables. Attention was called to the first 
of the two families by a man, aged 40, who was hospitalized 
with advanced polyposis and an early carcinoma of the rectum. 
In his family there had been 10 cases of cancer of the large 
intestine within three generations, but the familial character of 
the disease had not been recognized. Only one of these 10 
patients was still surviving, and this patient had had an excision 
of rectum and pelvic colon nine years earlier. At the time of 
the investigation, there were 4 living members of the third 
generation and 21 of the fourth. Sixteen of the 21 were sub- 
jected to sigmoidoscopy, and the two new cases detected were 
children of affected parents. The typical hereditary pattern of 
the disease is not so clearly shown in the second as in the first 
family because of the early death of several members of this 
family from other diseases, although they have transmitted the 
disease to their children. These early deaths caused the family 
to become split into small groups, with little knowledge of 
one another. With regard to the affected person, the author 
says that diarrhea is the earliest symptom, which at the outset 
may amount to little more than a soft consistency of the feces. 
The insidious progression of this symptom is not noticed by the 
patient, who comes to think that it is normal for him to have 
more frequent bowel actions. The presence of malignant disease 
in intestinal polyposis calls for early and radical treatment, 
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and in advanced cases of polyposis, without clinical carcinoma, 
treatment cannot be long delayed. The only treatment that will 
prevent the seemingly inevitable malignant change in the 
polyps is the excision of all the affected intestine, but to excise 
the whole colon and rectum for a condition not yet malignant, 
and to leave a young, and otherwise healthy, patient with a 
permanent ileostomy is a drastic undertaking. In some cases 
the rectum and lower sigmoid can be cleared of polyps by 
fulguration through a sigmoidoscope, and the terminal ileum 
may be anastomosed with the lower large intestine so cleared 
after colectomy. After this treatment, the patient will have to 
submit to sigmoidoscopic examination at regular intervals, so 
that any polyps that continue to form in the large intestine 
remnant can be fulgurated. The good will of the other members 
of the family is likely to depend on the handling of the first 
affected member. A member’s cooperation is generally obtained 
more easily by reassuring him than by frightening him. It is 
reassuring to explain that only half the children of an affected 
parent are likely to develop the disease, so that each one has 
as good a chance of being free as of being affected. The author 
feels that, in accepting the responsibility of treating an affected 
member, the surgeon should also take the responsibility of 
investigating the whole family. Only if these families are investi- 
gated will the high incidence of malignant change before treat- 
ment be lowered. 


Subtotal Colectomy with [leosigmoidostomy and Fulguration 
of Polyps in Retained Colon: Evaluation as Method of Treat- 
ment of Polyposis (Adenomatosis) of Colon. T. C. Everson 
and M. J. Allen. A. M.A. Arch. Surg. 69:806-817 (Dec.) 1954 
[Chicago]. 


There are two alternative methods of treating polyposis 
(adenomatosis) of the colon, namely, total colectomy with per- 
manent ileostomy or subtotal colectomy with ileosigmoid- 
ostomy (or ileoproctostomy) and fulguration of polyps in the 
distal colon. Total colectomy has the advantage of removing 
all potentially malignant intestinal tissue but has the disadvan- 
tage of necessitating a permanent ileostomy. On the other hand, 
subtotal colectomy with ileosigmoidostomy and fulguration of 
polyps in the distal remaining colon has the advantage of 
preserving a continent anal sphincter and the disadvantage of 
leaving in situ some potentially malignant colon tissue. The 
great majority of intelligent patients to whom the alternative 
procedures are honestly presented will probably choose the 
operation that permits preservation of the normal route of 
defecation. Twelve patients with polyposis of the colon treated 
by subtotal colectomy, ileosigmoidostomy, and fulguration of 
the distal colon have been studied at the University of Illinois 
Research and Educational Hospital and the Hines Veterans 
Administration Hospital since 1944. The histories of those 12 
patients are described. Two have died since operation. One 
patient died of bowel obstruction thought to be secondary to 
adhesions and not to carcinoma, although postmortem exam- 
ination was not performed. One patient died of carcinomatosis. 
Although no primary lesion was discovered, the metastatic 
carcinoma was an adenocarcinoma of the type derived from 
colonic mucosa. Two of the 10 living patients have failed to 
report for periodic examinations. This must be recognized as a 
danger inherent in this method. Eight of the 10 living patients 
have regularly reported for periodic follow-up examinations. 
Two of these patients have just recently finished the initial series 
of fulgurations of the retained colon. The remaining six patients 
have been followed for 106, 84, 35, 23, 19, and 13 months, 
respectively, without the development of carcinoma of the colon 
being noted. The authors have been able to collect 122 cases 
from the American surgical literature (including the present 
series) in which subtotal colectomy, ileosigmoidostomy, and 
fulguration of the lower colon was used in the treatment of 
polyposis of the large intestine. In 12 patients of this collected 
series, carcinoma of the colon developed after surgical treat- 
ment. However, in only six of these patients did carcinoma 
develop while the patient was under periodic follow-up care. 
Thus the incidence of carcinoma of the colon is 5.2% in 115 
patients treated by subtotal colectomy, ileosigmoidectomy and 
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fulguration of the retained colon. The periodic examination 
of the retained colon and biopsy or fulguration of new or 
recurrent polyps is an integral part of the treatment. The 
authors do not feel that the percentage risk of developing car- 
cinoma of the colon after this method of treatment is incom- 
patible with the advantage of preserving a continent anal 
sphincter, provided that the individual patient, first, meets the 
criteria for use of this treatment and, second, faithfully reports 
for periodic examination and treatment of the retained colon. 


NEUROLOGY & PSYCHIATRY 


Encephalomyelitis Associated with Poliomyelitis Virus: An 
Outbreak in a Nurses’ Home. E. D. Acheson. Lancet 2:1044- 
1048 (Nov. 20) 1954 [London, England]. 


In late summer, 1952, 14 nurses resident at the Middlesex 
Hospital suffered from an infection of the central nervous sys- 
tem complicated by intense myalgia. This small outbreak is 
being reported because of its unusual features and its resem- 
blance to other atypical and problematical epidemics reported in 
recent years from points as widely spaced as Iceland; Adelaide, 
Australia; Coventry, England; and New York. The characteristic 
features were severe muscular pain, neck stiffness, diffuse mild 
involvement of the central nervous system, and a normal cerebro- 
spinal fluid. Type-3 poliomyelitis virus was isolated from the 
stools of one patient. At the beginning of the outbreak there 
seemed no reason to doubt that poliomyelitis was being dealt 
with, and for this reason lumbar puncture was not done in the 
early cases. However, as the outbreak developed, it became clear 
from the atypical clinical features that this was either a most 
unusual form of poliomyelitis or an infection with some other 
organism. In the first place, prodromal symptoms were short- 
lived and inconspicuous. Secondly, fever was milder than is 
usual in paralytic poliomyelitis, and in two cases it was absent 
throughout the illness. Fresh symptoms continued to appear 
over a longer period than is usual in poliomyelitis. Although 
pain and muscle tenderness were such striking features, only 
three patients had depressed or absent reflexes in the affected 
limbs and none had residual flaccid paralysis. Some of the 
clinical features of the outbreak suggested epidemic pleurodynia 
(Bornholm disease) rather than poliomyelitis. For example, a 
high proportion of the patients complained of trunk pain, and 
5 of 14 had pleurodynia. However, involvement of the paren- 
chyma of the nervous system (as occurred in these patients) has 
rarely been substantiated in man in Coxsackie infections, al- 
though it is known to occur in suckling mice infected with 
Coxsackie virus B. In those cases in which neurological com- 
plications of Coxsackie infection have been reported there has 
been little or no objective evidence of an encephalitis as opposed 
to a meningitis. From the epidemiological point of view the 
outbreak was consistent with a diagnosis of poliomyelitis. The 
virological evidence does not point unequivocally to type-3 
poliomyelitis. Tests for infection with the Coxsackie groups, 
mumps, and lymphocytic-choriomeningitis viruses, as well as 
leptospiras, were negative. The possibility remains that an 
unidentifiable agent was responsible. 


Absorption and Excretion of Radiocopper in Hepato-Lenticular 
Degeneration (Wilson’s Disease). W. B. Matthews. J. Neurol., 
Neurosurg. & Psychiat. 17:242-246 (Nov.) 1954 [London, 
England]. 


According to Matthews, hepatolenticular degeneration stands 
almost alone among diseases of the nervous system in the 
wealth of biochemical information available, but there is, as 
yet, no generally acceptable explanation of the underlying dis- 
order of metabolism. The disease is an inborn error of metabo- 
lism transmitted by recessive inheritance. Copper accumulates 
in the liver, brain, and cornea, but, paradoxically, the urinary 
excretion of copper is greatly increased. This excretion is more 
than offset by diminished elimination in the feces, resulting in 
a strongly positive copper balance. The results of treatment 
with dimercaprol (BAL) reported by Denny-Brown and Porter 
in 1951 leave little doubt that the neurological symptoms at 
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least are due to copper poisoning. In addition to these abnor- 
malities of copper metabolism the disease is characterized by 
renal aminoaciduria and by the presence of specific peptides 
in the urine. Opinion is divided as to whether the accumulation 
of copper in the body is of primary importance or is merely 
secondary to some other metabolic disorder. To establish 
whether this accumulation is due to overabsorpt‘on of the 
metal or to undue retention in the tissues, copper sulfate labeled 
with Cu** was given by mouth to two patients with hepatolen- 
ticular degeneration (Wilson’s disease) and to normal controls. 
A larger proportion of the ingested dose was recovered in the 
feces of the controls than in those of the patients. The patients 
passed a much larger proportion of the dose in the urine than did 
the controls. Plasma levels were not strikingly different in the 
patients and controls, but slightly higher values were found 
in the former. It is concluded that there was evidence of over- 
absorption of copper by the patients and that copper existed 
in an abnormal form in the plasma. 


Pathological Findings in Temporal Lobe Epilepsy. A. Meyer, 
M. A. Falconer and E. Beck. J. Neurol., Neurosurg. & Psychiat. 
17:276-285 (Nov.) 1954 [London, England]. 


Meyer and associates analyzed biopsy findings in 18 cases of 
temporal lobe epilepsy treated by temporal lobectomy. These 
patients had intractable epilepsy, usually with a range of seizures 
of minor, amnesic, and grand mal types, in which the electro- 
encephalographic studies had disclosed an epileptic focus con- 
fined to or largely predominant in one temporal lobe. Most of 
the biopsy specimens contained the anterior half to two-thirds 
of the temporal lobe, usually from the middle temporal con- 
volution laterally to the hippocampal gyrus medially. The first 
temporal convolution, if it was included at all, was usually 
incomplete. On analysis, the case material proved to be divisible 
into two groups. The first group of four cases included three 
patients with small tumors and one with gross post-traumatic 
scarring. One of the tumors was a small meningioma situated 
on the inferior surface a little behind the pole and extending 
for about 2 cm. within the fusiform gyrus. The other two cases 
of tumor have been reported previously. The second and larger 
group of 14 operative and one postmortem case was analyzed 
in greater detail. All except three of the patients operated on 
were greatly benefited by the removal of the temporal lobe. 
Lesions were found in all cases but varied considerably. In 
many cases a laminary atrophy, particularly of the third 
cortical layer, often situated in the depth of the sulci, was 
found and interpreted as a consequence of anoxia. Ammon’s 
horn sclerosis was found in 7 of 12 cases, interestingly in all 
cases with onset of the disease before the age of 10. It was 
correlated neither with a history of birth injury nor with that of 
preceding major convulsions. Birth injury as the cause of the 
epilepsy was proved or likely in at most three cases. On the 
other hand, three cases of temporal lobe epilepsy followed a 
cerebral complication (probably vascular accident or enceph- 
alitis) during measles, status epilepticus following “teething,” 
and chicken-pox respectively. To these is added a postmortem 
case in which lesions with characteristic distribution followed 
status epilepticus in the course of Still’s syndrome at the age 
of 8 years. The authors conclude from this preliminary investi- 
gation that incisural sclerosis resulting from birth injuries is 
not the predominating causal factor and that later events in 
infancy, childhood, and early adolescence play at least an 
equal part. 


GYNECOLOGY & OBSTETRICS 


Radiosensitivity Testing of Cervical Cancer: Preliminary 
Report. S. B. Gusberg, H. M. M. Tovell, R. Emerson and H. 
Allina. Am. J. Obst. & Gynec. 68:1464-1471 (Dec.) 1954 
[St. Louis]. 


Gusberg and associates became interested in the work of 
Caspersson, who, in studying the nucleoproteins of tumor cells 
under ultraviolet microscopy, found that there were two princi- 
pal types of malignant cells: “A” cells, which are active, 
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aggressive cells with nuclei rich in desoxyribonucleic acid 
(DNA), and “B” cells, a regressive type with nuclei poor in 
desoxyribonucleic but nucleoli rich in ribonucleic acid. The 
authors also decided to use a relatively simple histochemical 
Staining technique of Italian investigators, who, by the use of 
an acetocarmine stain of smears prepared from tissue-crush 
preparations, claimed to see, under ultraviolet light, A and B 
cell characteristics in tumor cells like those described by Caspers- 
son. Gusberg and co-workers developed their method with the 
notion that the growing edge of a tumor should be rich in A 
cells prior to radiation and might show a conversion of this 
zone to B cells if the tumor were responsive to the radiation 
given to destroy it. They took serial biopsies from the growing 
edge of cancers of the cervix under treatment with external 
radiation or radium. Twenty-six patients with squamous carci- 
noma of the cervix treated by radiation therapy form the basis 
of this report. Four of these patients received x-ray therapy 
only, and 22 patients received a combination of x-ray and 
radium therapy. The authors feel that their preliminary tests 
suggest that the activity of tumor cells may be used as a guide 
to the radiosensitivity of a cervical tumor and that these changes 
may occur before clinical regression is evident. They hope that 
this type of reaction or a refinement of it might be useful in test- 
ing radiation sensitivity. Though their work has been in progress 
for several years, it is still insufficiently advanced for them to 
feel confident that the present technique is the most efficient 
application of the principles used. The acetocarmine stain did 
not prove to be a differential histochemical technique, because 
it stains both the chromatin masses (desoxyribonucleic acid) 
and the nucleoli (ribonucleic acid). The authors initiated other 
histochemical studies that define these nucleoprotein changes 
under radiation more precisely. They observed that tumors rich 
in A cells show a reversal of A:B cell ratio, with a predominance 
of B cells during clinical healing under radiation therapy. They 
stress the importance of securing tumor samples for radio- 
sensitivity testing from the active growing zone of cervical 
tumors, rather than from the vaginal surface of the tumor. 
They use their modified endocervical coning biopsy curette 
for this purpose, because it can readily be pressed into the 
periphery of the body of the tumor, whereas most conventional 
biopsy techniques use vaginal surface specimens. The scant 
blood supply and frequent infection of surface samples will not 
permit proper evaluaticn of these cytological and histochemical 
changes. It should also be remembered that most patients with 
cervical carcinoma who die despite irradiation succumb because 
of peripheral spread rather than local persistence or recurrence 
of disease. It is unusual to see the central cervical cancer locally 
unhealed after full radium and x-ray therapy, even in those 
patients who die of their disease by virtue of parametrial 
spread and node metastases. Therefore, relative degrees of 
sensitivity must be considered, because the response of peripheral, 
side-wall tumor, usually receiving radiation in lower dosage, may 
be crucial for the patient’s survival. 


Carcinoma of Cervix: Results Obtained from Irradiation of 
Parametrium with Radioactive Colloidal Gold. W. M. Allen, 
A. I. Sherman and A. N. Arneson. Am. J. Obst. & Gynec. 
68:1433-1446 (Dec.) 1954 [St. Louis]. 


Radioactive gold has several properties that should make it 
an effective agent for irradiation of the parametrium. First and 
most important is the fact that it has a short half-life of 2.8 
days and, second, 90% of the activity is in the form of beta 
particles and only 10% in gamma rays. The short half-life 
makes interstitial injection feasible, and the high content of 
beta irradiation means that the majority of the effects will be 
manifest only in the immediate vicinity of the gold. Finally, 
the particles of gold in the colloidal form are so small that 
they should enter the lymphatics and be filtered out by the 
reticuloendothelial system of the lymph nodes. The radioactive 
material should be found then in the same areas as the tumor 
cells, namely, the regional lymph nodes. The question as to 
whether radiogold should first be tried in advanced and hope- 
less cases in which no harm and little good could be expected 
or in early invasive lesions in which cures might be expected 
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was answered by Allen and associates to the effect that the 
most helpful information could be obtained from the latter 
group. The results reported were obtained from three distinct 
groups of stage 1, 2, and 3 cases treated during the years 
1950-1953, inclusive. The first group contains 116 patients in 
whom the parametrium was irradiated by the transvaginal 
injection of radiogold. In 70 of these patients radical hysterec- 
tomy and pelvic lymphadenectomy were done after completion 
of the irradiation. All patients not subjected to hysterectomy 
received full radium treatment of the cervix. The second group 
contains 126 clinic patients treated with deep x-ray and radium 
during the same period of time. The third group contains 132 
private patients treated with x-ray and radium during the same 
period. The x-ray treatment was given usually through four 
portals, with an average skin dose in air of 2,000 to 2,500 r 
through each port, with a 200 kv. source. In many cases the 
radium was applied in a fixed tandem-ovoid type of colpostat 
and in the others a tandem and vaginal ovoids were used. The 
approximate maximum amount delivered to point B of the 
Manchester system from the radium was 3,500 r. Since the 
study of the radiogold has not been carried on for quite five 
years, there are as yet no five year survival rates. The two to 
four and one-half year survival rate of patients with stage 1 
lesions was 91.4% in the series treated with radiogold, 78.1% 
in the series of private patients treated with x-ray and radium, 
and 72% in the clinic patients treated with x-ray and radium. 
Not many patients with stage 2 lesions were treated with 
radiogold in the first two years of the study; however, eight of 
nine patients with stage 2 lesions more than two years ago are 
alive and well. The one-half to four and one-half year survival 
rate for patients with stage 2 lesions was 89.3% in the series 
treated with radiogold, 56.5% in the private patients treated 
with x-ray and radium, and 48.1% in the clinic patients treated 
with x-ray and radium. There were 11 patients among the 70 
subjected to radical operation in whom the lymph nodes had 
been invaded by cancer. Nine of these patients are alive and 
apparently free of disease. In the 70 patients subjected to opera- 
tion, a ureterovaginal fistula developed in one, a ureterorecto- 
vaginal fistula in one, and a vesicovaginal fistula in one. The 
study also has shown that a dosage of 8,000 to 10,000 r is 
necessary to destroy epidermoid cancer in the cervix itself. 


Statistical Review of 22,000 Cases Examined by Cervical 
Smears. P. Kimmelstiel, R. T. Pixley and J. Crawford. North 
Carolina M. J. 15:538-544 (Nov.) 1954 [Winston-Salem, N. C.]. 


The authors present an analysis of vaginal and cervical 
smears of 22,000 women examined during a three year period 
in a cytology laboratory serving a community of about 140,000 
inhabitants. The cost of detecting cancer in a woman in whom 
this diagnosis is not suspected by either history or physical 
findings is calculated to be about $325. Abnormal cells were 
noted in more than 354 instances, that is, in more than 16 per 
thousand. These cases require further investigation by smears or 
biopsies, and in 9 per thousand cancer was confirmed by tissue 
examination. Cancer cells were reported in three instances in 
which careful examination of the cervix did not reveal cancer. 
This represents an error of 2% of all types of positive smears. 
In 14 cases in which cancer cells were found in smears, confir- 
mation was not obtained because no biopsy was available or the 
biopsies were inadequate. In 6 additional cases, the biopsies 
revealed marked cellular atypicalities. After the finding of 
abnormal cells serial smears are indicated before a biopsy is 
undertaken. A negative spot biopsy does not rule out carcinoma. 
The presence of cancer cells in smears, on the other hand, 
constitutes an indication for complete thick cone biopsy for 
proper evaluation. In 5.7 out of 1,000 cases cancer was detected 
in women in whom there was no clinical suspicion and in whom 
biopsy would not have been taken without vaginal smears. 
Of the total number of 181 cases of carcinoma of the cervix, 
69% were identified as intraepithelial and 31% as infiltrating 
carcinomas. The cytology laboratory should be organized on 
a self-supporting, nonprofit basis. Public education is essential 
if it is to fulfill its purpose as a screening tool. 
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DERMATOLOGY 


Treatment of Skin Disorders with ACTH and Cortisone: First 
Report of the Medical Research Council Panel on the Dermato- 
logical Applications of ACTH and Cortisone. Brit. M. J. 2: 
1307-1313 (Dec. 4) 1954 [London, England]. 


Corticotropin (ACTH) and cortisone were given a trial in 
the treatment of skin diseases by members of a panel appointed 
by the British Medical Research Council at the centers in which 
they worked. Of 124 patients treated, 11 had idiopathic ex- 
foliative dermatitis, 7 exfoliative dermatitis secondary to 
psoriasis, 26 constitutional eczema, 14 eczema from external 
irritants, 10 seborrheic eczema, 10 nummular and discoid 
eczema, 12 hypostatic and varicose eczema, 8 eczema from 
external allergens, and 26 Besnier’s prurigo. The hormones 
were administered for a period of 10 to 21 days, then with- 
drawn for a similar period, and subsequently administered again 
for the same period. Dosage varied from 100 to 150 mg. of 
cortisone or 50 to 100 I. U. of corticotropin (ACTH) daily, 
often reduced toward the end of a course, or cortisone being 
replaced by a diminishing dose of corticotropin. The response 
of the patients with exfoliative dermatitis other than the 
psoriatic type was good, particularly to corticotropin therapy. 
In most patients the disease was controlled and often cured, 
though individual requirements varied widely and maintenance 
therapy may need to be continued over long periods. With 
exfoliative dermatitis secondary to psoriasis there was a tend- 
ency to relapse in those patients who showed an_ initial 
response, and one patient relapsed in the course of the treat- 
ment. The response of patients with eczematous reactions of 
the constitutional or exogenous type or from sensitization 
tended to be dramatic. In the latter group this response some- 
times effected a cure, but relapse occurred usually after with- 
drawal of treatment in the other types of eczema. The response 
to treatment was less satisfactory in patients with seborrheic 
dermatitis and nummular and varicose eczema. Hormonal 
therapy would appear to be useful in combating acute exacerba- 
tions of eczema and in facilitating the introduction and effec- 
tiveness of other lines of treatment. It may be that local therapy 
will prove valuable in this group. In patients with Besnier’s 
prurigo relief of symptoms was dramatic so far as the acute 
eczematous aspects of the eruptions are concerned, but there 
was less effect of treatment on the underlying chronic lichenifi- 
cation. Corticotropin and cortisone prevented or reduced the 
reaction of the patients to patch tests that had previously been 
positive. Moon face was observed in eight patients, water 
retention in seven, and transient glycosuria in three. Skin 
changes observed included pigmentation of skin, blackheads, 
milia, folliculitis, miliaria crystallina, warty lesions on the hands, 
and hirsuties. Psychological disturbances such as pronounced 
euphoria, depression and hypomania occurred in six patients. 
There were four deaths: a 66-year-old man with exfoliative 
dermatitis died 14 days after discontinuation of the treatment, 
which included 700 I. U. of corticotropin and 7,875 mg. of 
cortisone; a 64-year-old man with constitutional eczema died 
of failure of the left side of the heart after 23 days of treatment 
with 660 I. U. of corticotropin and 1,300 mg. of cortisone; a 
70-year-old man with constitutional eczema died of broncho- 
pneumonia after five weeks of treatment with 1,600 I. U. of 
corticotropin and 2,400 mg. of cortisone; a 15-year-old boy 
with Besnier’s prurigo died in status asthmaticus seven days 
after the termination of the treatment with 825 mg. of cortisone 
and 420 I. U. of corticotropin. 


Lowered Resistance to Infection Resulting from Cortisone and 
Corticotropin. J. W. Dougherty, M. Reisch and G. M. Lewis. 
New York J. Med. 54:2964-2967 (Nov. 1) 1954 [New York]. 


Dissemination of an exudative dermatitis complicated by 
Micrococcus (Staphylococcus) bacteremia occurred after the 
administration of cortisone or corticotropin in two women and 
four men. The adrenocorticotropic hormones were administered 
as treatment for eczema in one patient, exfoliating dermatitis 
in another patient, and psoriasis in four patients. One patient 
died. Some of the physiochemical effects of the adrenocortical 
hormones such as the masking of clinical signs of infection, 
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antipyretic effect, and reduction in granuloma formation point 
to the possibility of an undetected spread of infection. The 
hazard of lowered resistance to infection from administration of 
the corticosteroids seems to far outweigh any temporary advan- 
tage in the clinical course so far as chronic eczema, psoriasis, 
and other nonfatal skin diseases are concerned. 


Two Cases of Scleroderma in Premature Infants Cured by 
Subcutaneous Injections of Hyaluronidase. E. Scuteri. Gazz. 
med. ital. 113:321-322 (Oct.) 1954 (In Italian) [Milan, Italy]. 


Twin brothers born at the eighth month of a pregnancy, 
weighing 2,450 gm. and 2,400 gm., respectively, were seen by 
the author the first week after their birth. The clinical findings— 
edema; tightness and hardening of the skin, especially that of 
the feet and legs; coldness (rectal temperature less than 34 C); 
a weak cry; and inability to suck—were characteristic of sclero- 
derma. There was no family history of scleroderma. Hot water 
bottles about the infants and administration of analeptic agents, 
Simpamina D (a form of amphetamine) and penicillin were 
ineffectual. After 48 hours of this regimen the condition was 
unchanged, and the edema was extending while the skin was 
hardening. Hyaluronidase was then resorted to. It was injected 
subcutaneously in small doses of 0.1 to 0.2 cc. (about 8.5 to 
17 viscosity units) at 1 to 3 cm. from the involved areas, 
depending on the intensity of the sclerosis, for a total dose of 
125 viscosity units the first day and 250 every day thereafter. 
The injections were performed for three days in the heavier 
infant, whose general condition was better than the brother’s, 
and for five days in the other. There were no side-effects, and 
both infants made a complete recovery. At the time of writing, 
three mnths after the treatment, both had survived severe 
attacks f influenza with bronchitis and fever. 


UROLOGY 


Aspects of Renal and Systemic Capillary Physiopathology. 
P. Bastai and M. Crepet. Minerva med. 45:1077-1080 (Oct. 31) 
1954 (In Italian) [Turin, Italy]. 


Recent studies have indicated that the function of the kidney 
is fundamentally a capillary function and that the filtration 
activity of the glomerular capillaries does not differ too much 
from that of capillaries elsewhere in the body. The glomerular 
filtration is but one aspect— and quantitatively it is a very 
slight one—of the general phenomenon of exchange of water 
and dissolved substances between blood and tissues. These 
studies have also suggested that the filtration fraction of the 
extrarenal capillaries is notably greater than that of the glo- 
merular capillary. In the light of these new concepts the first 
part of the tubule should be considered as an interstitial space, 
a part of the extracellular fluid space. In normal conditions the 
wall of the capillaries in the body is slightly permeable to 
plasma proteins and the daily loss of these proteins through 
the capillaries in the entire body is about 60 to 70 gm. The 
capillaries of the glomerulus behave in almost the same 
manner; the difference lies in the fact that in the body the 
reabsorption of the proteins takes place through lymphatic 
drainage, whereas in the kidney it takes place actively through 
the tubular cells, which even in normal conditions are found 
soaked with proteic drops or substances incorporated with the 
proteins. This similarity between the capillaries in the kidney 
and the other capillaries must be kept in mind for a more exact 
interpretation of the primary or secondary diseases of the 
kidney. Proteinuria could be considered either as the result of 
an increase of the normal permeability of the capillaries of the 
body or as the consequence of the failure of the normal re- 
absorption power of the tubular cells with respect to the pro- 
teins contained in the primary urine. 


Renal Transplantation in Experiments and in First Attempts at 
Its Clinical Application. G. Allegra and F. Biasi. Policlinico 
(sez. chir.) 61:295-319 (Oct.) 1954 (In Italian) [Rome, Italy]. 


The authors’ experiments in dogs suggested that the trans- 
planted kidney functions, even if only for a limited time, and 
proved that the central point to this operation is biological 
incompatibility rather than the technical procedure. This in- 





J.A.M.A., March 5, 1955 


compatibility varies according to the type of transplant and 
it seems to be much like the phenomena of immunization. The 
authors review the literature on transplantation of the kidney 
in animals and human beings and report their results with 
autotransplantation and homotransplantation in dogs. In view 
of the fact that in the dog the left renal artery is often 
bifurcated, they performed transplants only on the right side. 
Before removing the kidney a small dose of heparin was injected 
into the renal artery to prevent glomerular thrombosis and the 
removed kidney was placed in a glass container half immersed 
in an isotonic sodium chloride solution at 37 C. Of the three 
methods followed by the authors, ureteroureterostomy was 
difficult to perform and was abandoned after it gave poor results 
in three cases. Simple ureterocystostomy gave good results; 
these were even better after ureterocystostomy with vesical 
patching according to Carrel’s method. Signs of renal impair- 
ment began to appear in the autotransplanted kidney when the 
renal circulation was interrupted for 30 minutes; when it was 
interrupted for 45 minutes or more the renal function could 
not be restored. The functional capacity of the autotransplanted 
kidney was almost normal, though the presence of albumin, 
red blood cells, and sometimes cylindrical casts in the urine 
during the postoperative period indicated that there had been 
an initial impairment. There was in all a tendency to hyposthe- 
nuria, but it is possible that the autotransplanted kidney might 
have increased its power of concentration if the other kidney 
whose function was normal had not been present. Some dogs 
were still alive after 60 days; they were then killed. The form, 
volume, and color of the kidney were apparently normal, with 
strong capsule adhesions to the surrounding tissues. Histologi- 
cally there was a thickening of the capsule. The functional 
capacity of the homotransplanted kidneys was at first similar 
to that of the autotransplanted ones, but in a few days the 
urine excretion decreased rapidly until it disappeared, and all 
animals died from a severe toxic syndrome. The azotemia in 
two dogs was 3.75 and 4.18% respectively. In three of them 
the host’s kidney showed marked retrogressive metamorphosis 
in the tubules. The kidney functioned normally in one dog for 
eight days. Histological findings in the homotransplanted kid- 
neys were signs of edema, with zones of hemorrhagic necrosis 
and infiltrates of granulocytes, lymphocytes, and histiocytes, 
Thrombosis was present in many arterioles. 


Disadvantages of Ureterosigmoidostomy. C. D. Creevy. Rocky 
Mountain M. J. 51:967-970 (Nov.) 1954 [Denver]. 


Although long survivals are possible with ureterosigmoidos- 
tomy, it has been suggested that, until its late results show a 
much lower incidence of renal failure, it should not be used for 
a condition that is not itself dai gerous to life. The principle 
of the operation (the connection of the normally sterile upper 
urinary tract to the normally infected colon) is unphysiological 
and will remain so until someone discovers a universal, nontoxic 
antibiotic to which bacterial resistance never develops. The 
problem is not one of infection alone, since several other factors 
initiate and aggravate its effects. First, the ureters must be 
mobilized for some distance to permit their anastomosis to the 
colon, thus damaging their extrinsic blood supply. A second 
danger inherent in all methods, except Nesbit’s and possibly 
Cordonnier’s, is that of compression of the ureter by the wall 
of the colon, at first by inflammatory edema and later by scar- 
ring. A third danger is that of reflux of feces into the ureter. 
This is fostered by the anastomoses of Nesbit and of Cordinnier, 
since both depend on ureteral peristalsis to prevent regurgitation. 
When serious renal damage follows ureteroenterostomy, hyper- 
chloremic acidosis becomes a problem. Theoretically at least the 
following methods will minimize postoperative renal damage: 
careful preparation of the colon; the use of an operation de- 
signed to prevent stenosis of the anastomosis as well as reflux; 
the administration of antibiotics during healing; and the com- 
plete diversion of the fecal stream above the anastomosis. If 
diversion of the urine is required in the presence of bilateral 
hydronephrosis or of nitrogen retention, cutaneous ureterostomy, 
with all its disadvantages, is preferable to ureterosigmoidostomy. 
In good risk patients one may consider Bricker’s anatomosis of 
the ureters to a short, isolated loop of ileum with an external 
stoma to which a Rutzen or similar bag can be fitted. Gilchrist 
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and Merricks recently claimed superior results from dividing 
the hepatic flexure, closing the distal end, swinging the ascending 
colon to a transverse position, and anastomosing the ureters to 
it. The ileum is then divided a short distance from the cecum. 
Its proximal end is united to the transverse colon, and its distal 
end is brought upon the abdomen as an “artificial urethra.” The 
ileocecal valve is said to prevent leakage, but the patient must 
catheterize himself. It is hard to believe that self-catheterization 
will not ultimately lead to renal infection. 


OTOLARYNGOLOGY 


Audiometric Pattern Following Dihydrostreptomycin Therapy. 
R. C. Tionloc and A. Roxas. A. M. A. Arch. Otolaryng. 60:590- 
595 (Nov.) 1954 [Chicago]. 


Vestibular and cochlear impairment, which frequently follow 
prolonged therapy with streptomycin and dihydrostreptomycin, 
may appear either separately or one after the other, or even 
simultaneously. The patient, however, does not always experi- 
ence any subjective otic disturbance, and the defect may pass 
unnoticed until it is revealed by a vestibular test or an audio- 
gram. Both streptomycin and dihydrostreptomycin are believed 
to injure the vestibular apparatus, but dihydrostreptomycin 
seems to be a more frequent cause of deafness than strepto- 
mycin. Discovery of a downward dip or notch in the audiometric 
pattern of 12 patients receiving dihydrostreptomycin for variable 
periods of time aroused the curiosity of the authors and led 
them to undertake further audiometric studies and vestibular 
tests to determine the effect of dihydrostreptomycin on the 
cochlear apparatus. The subjects were 14 men, aged 32 to 60 
years, with pulmonary tuberculosis who had received dihydro- 
streptomycin therapy for long continuous or interrupted periods. 
The dosage varied from 0.5 to 1 gm. daily, with a minimum 
total of 40 gm. and a maximum total of 200 gm. The audio- 
grams were taken after the therapy in each case. Seven of the 
patients never experienced any vestibular or hearing impairment 
subjectively, although their response to caloric tests performed 
with cold water showed hypoexcitability of a mild degree. Sub- 
jective hearing impairment, attributed in one case to perforation 
of the drum membrane, was present during therapy in the re- 
maining seven patients. The audiograms of all the patients 
showed a characteristic dip or notch of more than 25 db. at 
2,048 cps. Similar audiometric findings were also presented by 
another group of 11 patients treated with dihydrostreptomycin. 
The existence of this downward curve or notch in pattern seems 
to show that dihydrostreptomycin is capable of producing 
cochlear and vestibular impairment even within an average daily 
dose level, whether the periods of therapy are continuous or not. 
The fact that all the audiograms showed evidence of perceptive 
types of deafness suggests that the appearance of this charac- 
teristic dip should be regarded as a warning of the onset of 
cochlear damage and reemphasizes the importance of making 
audiometric and vestibular examinations before, during, and 
after therapy with drugs of the streptomycin group. 


Upper Respiratory Infection in Air Travel. E. D. D. Dickson. 
Practitioner 173:678-682 (Dec.) 1954 [London, England]. 


The term barotrauma is applied to a train of symptoms that 
are referable to the air-containing cavities, the middle-ear cleft 
and the accessory nasal sinuses. When it involves the ear it is 
termed otitic barotrauma (acute or chronic), and when it 
involves one of the sinuses it is referred to as sinus barotrauma 
(maxillary or frontal, acute or chronic). Dickson feels that the 
term “aerotitis media” is liable to misinterpretation, since it 
gives the impression of an infective origin, when in fact infec- 
tion is rarely superimposed. Infections of the upper respiratory 
passages may affect the proper ventilation of the middle-ear 
cleft and sinuses. Any changes in the mucosa of the nose or 
nasopharynx due to an acute or chronic infection may affect 
the lining of the eustachian tube and middle ear or frontonasal 
duct and consequently influence their lumen and patency. The 
presence and size of adenoid tissue near and around the pharyn- 
geal ostium of the eustachian tube and its reaction to infection 
will also have a definite effect on the function of the tube. 
There seems to be a correlation between the incidence of upper 
respiratory infection and the occurrence of pressure variation 
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symptoms referable to the ear. Dickson noted that otitic baro- 
trauma developed in 16.6% of subjects complaining of a cold 
and 17.5% of those with an acute upper respiratory infection. 
In those who had not complained and had no acute naso- 
pharyngitis the percentages were 6.7 and 5.7 respectively. Treat- 
ment consists essentially in the correction of any contributing 
causal factor before the patient is subjected to any further 
pressure changes. Active therapy is directed toward the relief 
of pain and relief of tubal obstruction. It is comforting to know 
that the pressurization of aircraft offers the best method for 
the prevention of many of the reactions to altitude or baro- 
metric pressure changes. 


Subcutaneous Emphysema Following Tonsillectomy and Ade- 
noidectomy. R. C. Knutson and A. J. Quellette. Minnesota 
Med. 37:877-879 (Dec.) 1954 [St. Paul]. 


Knutson and Quellette report the case of a 6-year-old boy 
in whom subcutaneous emphysema of the left eyelids and 
cheek and of the anterior neck and chest developed after 
tonsillectomy and adenoidectomy. Conservative treatment re- 
sulted in the disappearance of the emphysema in seven days. 
The authors collected from the literature 10 other cases in 
which subcutaneous emphysema developed after tonsillectomy. 
In their patient the most likely cause of the emphysema was 
increased intrapharyngeal pressure due to a combination of 
coughing and vomiting and a tightly packed nose and naso- 
pharynx, with consequent forcing of air through the tonsillar 
fossa into the subcutaneous tissues. The most persuasive argu- 
ment for this explanation is that the emphysema did not occur 
until 15 minutes after the patient left the operating room. Had 
a perforation been made in the larynx or trachea during 
intubation, or had an alveolus ruptured because of high intra- 
bronchial pressure, the emphysema would most likely have 
appeared during the operation. Furthermore, most of the 
emphysema was confined to one side of the face, and more 
emphysema was present in the face than in the neck or chest, 
which suggests that the point of air entry was in the head 
rather than in the chest. Conditions for the production of sub- 
cutaneous emphysema were present here as in the other cases 
reported in the literature: tonsillectomy, plus increased pressure 
within the pharynx. Although no objective data are available 
to substantiate it, reasoning suggests that the site of origin here 
is in the pharynx rather than in the trachea or lung. 


THERAPEUTICS 


Comparative Study of Fumagillin and Oxytetracycline ia 
Amebiasis. J. H. Killough and G. B. Magill. Am. J. Trop. 
Med. 3:999-1007 (Nov.) 1954 [Baltimore]. 


Killough and Magill point out that among the currently 
available antibiotics used in the treatment of amebiasis only 
fumagillin is believed to act solely as a direct amebicide. The 
other antibiotics appear to act principally on bacterial asso- 
ciates necessary to survival and growth of amebas and are thus 
indirectly effective in the elimination of amebas. In vitro testing 
has demonstrated that fumagillin is one of the most effective 
of the amebicidal agents available, being active in dilutions as 
high as 1:130,000,000. On the basis of this information and 
the data from satisfactory toxicologic studies in animals, trials 
in man were initiated at the U. S. Naval Medical Research 
Unit in Cairo, Egypt. The original series of 22 patients has 
grown to 67 patients, some of whom have been followed for 
two years. The data on a group of 48 patients treated with 
oxytetracycline (Terramycin) and followed for a similar period 
are reported for comparative purposes. A total of 115 patients 
were studied. The patients with dysentery are considered 
separately because of differences in severity of illness, the 
development of extraintestinal lesions, slower response, and 
occurrence of relapses while still hospitalized. Hepatic abscess 
developed in 2 of 13 patients with dysentery while they were 
receiving fumagillin. One of the patients with abscess died, 
although he was receiving chloroquine concomitantly. The other 
recovered after change of therapy to oxytetracycline and 
chloroquine. Two had recurrence of amebas while still hospital- 
ized. Sixteen patients with dysentery received oxytetracycline. 
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Hepatic abscess developed in two of these while they were 
receiving treatment, and one presumably had an unrecognized 
abscess on admission. The latter died on the sixth day of 
oxytetracycline therapy. Each of the remaining two was also 
given chloroquine. One recovered rapidly; the other died. Of 
86 patients with nondysenteric amebiasis, 54 were treated with 
fumagillin and 32 with oxytetracycline. With adequate dosage 
there were no recurrences in either group during a minimal 
post-treatment period of four weeks in the hospital. Excluding 
the side-effects of fumagillin, there were no significant differ- 
ences in parasitological or clinical response. The environ- 
mental conditions to which these patients were exposed after 
release from the hospital are such as to render impossible an 
accurate evaluation of cure rates on the basis of prolonged 
follow-up. 


Adrenocorticotrophic Effect of Intravenous PAS and Its Thera- 
peutic Implications. G. Favez, C. Fortier, A. Bossy and C. 
Krahenbuhl. Dis. Chest 26:646-655 (Dec.) 1954 [Chicago]. 


In a previously published paper, one of the authors reported 
on the therapeutic efficiency of short intravenous infusions of 
p-aminosalicylic acid as being superior to that of oral administra- 
tion of the drug in patients with pulmonary tuberculosis. The as- 
sociation of the drug’s bacteriostatic activity with a corticotropin 
or cortisone-like anti-inflammatory property was suggested by 
the rapid clearing of the lesions and the afibrotic nature of the 
regenerative process evidenced by the roentgenograms in many 
of these patients. To elucidate this point the adrenal-cortico- 
tropin—releasing effect and the related anti-inflammatory activity 
of the intravenous and of the oral route of administration of 
p-aminosalicylic acid was studied and compared in 12 women 
between 18 and 23 years of age with recent and fairly localized 
pulmonary tuberculous lesions. Six patients were given 15 gm. 
of p-aminosalicylic acid orally in one massive dose daily for 
10 days, while the other six received the same amount of the 
drug in three divided doses daily for 10 days. During the next 
10 days all 12 patients were given daily one-hour intravenous 
infusions of 18.5 gm. of the sodium salt of p-aminosalicylic 
acid (equivalent to 15 gm. of the free acid) dissolved in 500 cc. 
of twice distilled water. The effect of p-aminosalicylic acid on 
the circulating blood eosinophils and lymphocytes, the hypo- 
glycemic response to insulin, and the inflammatory reaction to 
cantharidin, which were used as indexes of pituitary-adrenal 
activation, proved directly related to the mode of administra- 
tion of the drug. The effect exerted by the drug was pronounced 
as a result of the infusions; it varied from slight to insignifi- 
cant after a single oral dose of the drug, and it was absent when 
the oral dose was administered in three divided doses. The 
authors concluded that the higher blood concentration of the 
intravenously administered p-aminosalicylic acid acts as a 
stressing agent and induces the release of corticotropin from 
the pituitary. The anti-inflammatory property of the intravenous 
infusions of p-aminosalicylic acid is tentatively correlated with 
their therapeutic efficiency. 


Unusual Accidents Complicating Penicillin Therapy: Mottled 
Teeth, Micrococcic Enteritis, and Acute Shock After Penicillin 
G. E. S. Mazzei and E. Dameno Jr. Rev. clin. espaii. 54:274- 
278 (Sept. 15) 1954 (In Spanish) [Madrid, Spain]. 


Three unusual complications of penicillin therapy are re- 
ported. The first patient had mottled teeth after treatment with 
large doses of penicillin in association with dihydrostreptomycin. 
The drugs were given for bacterial endocarditis. The spots on 
the teeth disappeared a few months after discontinuation of 
the treatment. The second patient was given penicillin for the 
treatment of pneumonia. One week later acute enteritis, with 
acute abdominal symptoms, fever, and chills developed. Exami- 
nation of the feces showed that the disease was caused by Micro- 
coccus pyogenes, which is resistant to penicillin. The disease was 
controlled by administration of erythromycin in doses of 300 
mg. at intervals of six hours for a few days. The third patient 
was given an intramuscular injection of diethylaminoethyl ester 
of penicillin G in treatment of asthma and bronchogenic emphy- 
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sema. Within two seconds of the injection the patient presented 
acute cyanosis, clonic and tonic convulsions, and symptoms of 
acute shock that were controlled by artificial respiration, oxygen, 
and intramuscular and intravenous injections of analeptic drugs. 
According to the literature this type of shock is anaphylactic. 
The authors made experiments in two rabbits in which the drug 
was given either intramuscularly or in the marginal vein of the 
ear. The reaction was observed only in the rabbit which had the 
intravenous injection of the drug, immediately after which the 
animal presented acute diffuse clonic convulsions and relaxation 
of the urinary sphincter and died in 10 seconds. An autopsy of 
the animal showed only congestion of the liver. 


PATHOLOGY 


The Diagnosis of Toxoplasmosis: Lack of Specificity of Sabin- 
Feldman Dye Test. F. I. Awad. Lancet 2:1055-1056 (Nov. 20) 


1954 [London, England]. 


The Sabin-Feldman dye test has been extensively used for 
the diagnosis of toxoplasmosis. Whenever doubts have been cast 
on the specificity of the dye test it has been said that the animals 
in question might have reacted positively to the test because 
they had been previously infected with Toxoplasma. The cross 
reaction of Toxoplasma and Sarcocystis has, however, been 
proved, and now Awad describes an investigation of the cross 
reactions in the dye test with two protozoa. Trichomonas vagi- 
nalis and Trypanosoma cruzi, in laboratory animals known to 
have had no contact with Toxoplasma. It was found that serums 
of mice and rabbits inoculated with T. vaginalis give cross re- 
actions in the dye test against Toxoplasma. Serums of mice re- 
covered from an infection with T. cruzi give cross reactions in 
the dye test against Toxoplasma. This work has clearly demon- 
strated the lack of specificity of the Sabin-Feldman dye test in 
the diagnosis of toxoplasmosis. 


Simple Procedure for the Identification of Nonsyphilitic Re- 
actions in Serologic Tests for Syphilis in Leprosy Patients. 
J. Portnoy and W. F. Edmundson. Internat. J. Leprosy 22:181- 
194 (April-June) 1954 [New Orleans]. 


Several years ago, while studying means for increasing the 
specificity of serologic tests for syphilis, Portnoy and others had 
noted an interesting effect of choline chloride on them, which 
suggested its trial in the differentiation of syphilitic and non- 
syphilitic reactors. Since a high incidence of positive reactions 
in serologic tests for syphilis has been observed in leprosy, it 
appeared advisable to determine the suitability of a differential 
method based on the use of choline chloride first on the serums 
of patients with leprosy. Portnoy and Edmundson describe a 
relatively simple differential procedure and present the results 
obtained with it in serums of patients with leprosy as well as 
in syphilitic and normal persons. The specificity of this new 
procedure was ascertained by consideration of the clinical find- 
ings and the results obtained with the Treponema pallidum im- 
mobilization test. It was found that serums of syphilitic patients 
with or without leprosy show an augmentation in reactivity if 
choline chloride has been added to the antigen suspensions, 
whereas serums from patients with leprosy without syphilis show 
a diminution of reactivity with the choline chloride addition. 
A good correlation was obtained between the differential pro- 
cedure described and the results of the T. pallidum immobiliza- 
tion test in normal persons and in syphilitic, nonleprous persons. 
The differential procedure compared favorably with the T. pal- 
lidum immobilization test in patients with leprosy with and 
without clinical or historical evidence of syphilis. 


Leprosy and Cancer. E. Waaler. Internat. J. Leprosy 22:200- 
204 (April-June) 1954 [New Orleans]. 


Waaler reports the case of a man who in 1930, at the age of 
40, was found to have leprosy. He probably had been infected 
as a sailor in the West Indies. He was admitted to the lepro- 
sarium in Bergen, Norway, in 1934, with a typical lepra tuberosa, 
with nodular lesions in the skin of the face and extremities. 
He was treated with chaulmoogra oil, but his condition got 
worse. In 1947 glucosulfone (Promin) treatment was started, 
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and was followed by marked improvement. He had a lepra re- 
action with albuminuria in 1952, and in the same year he noticed 
a small ulcer behind the left ear that apparently had existed 
for some time. It was removed. Histological examination re- 
vealed a basal cell carcinoma in an old leprous lesion. After 
reviewing the older and the more recent literature on cases of 
carcinoma and leprosy, Waaler suggests that the old presump- 
tion that leprosy to some degree protects the patient against 
cancer is not supported in the modern literature. The occurrence 
of skin cancer in leprous granulation tissue does not appear 
to be common, however, and the combination of the two diseases 
in the same lesion is mainly of diagnostic interest. . 


Non-Tuberculous Addison’s Disease and Its Relationship to 
“Giant-Cell Granuloma” and Multiple Glandular Disease. A. G. 
Rickards and G. M. Barrett. Quart. J. Med. 23:403-424 (Oct.) 
1954 (Oxford, England]. 


In the original description of the disease that now bears his 
name, Addison in 1855 described one case in which the supra- 
renal capsules were atrophied. This was the first report of a 
case of nontuberculous adrenal cortical hypofunction (Addison’s 
disease). It is maintained by some workers that the nontuber- 
culous form of the disease is increasing, and, with the improved 
control of tuberculosis, it is not unlikely that it will soon rival 
tuberculosis as the most frequent cause of adrenal cortical de- 
struction. Three cases of nontuberculous adrenal cortical hypo- 
function, all occurring in women, are described in this report. 
In addition to the adrenal destruction all showed lymphoid 
thyroiditis and atrophy, which was severe enough to produce 
clinical evidence of myxedema coexisting with adrenal cortical 
hypofunction in the patients in cases 1 and 2. In the first case 
the adrenal destruction was part of a giant cell granulomatous 
disease, which also affected the anterior lobe of the pituitary 
gland. The second patient was a women who had been under 
treatment for adrenal cortical hypofunction for several years. 
At autopsy the adrenal glands were replaced by dense scar tissue; 
multiple nodular granulomas were found in the spleen. The 
presence of these nodules suggested that at one time the adrenal 
glands may have been similarly affected, the dense scar tissue 
representing the end-result of the granulomatous process. The 
third case of adrenal cortical hypofunction occurred in a young 
woman in whom the disease followed an acute febrile illness 
14 months before her death. This case was one of simple atrophy, 
or of the postnecrotic scarring type. The literature dealing with 
some aspects of multiple glandular disease is reviewed, and the 
association of lymphoid thyroiditis and adrenal cortical destruc- 
tion (Schmidt’s syndrome) is discussed. The authors feel that 
a study of the present three cases, and of similar cases previ- 
ously published, suggests that giant cell granuloma is a specific 
clinicopathological entity that often manifests itself by signs and 
symptoms of hypopituitarism. It is also apparent that the lesions 
may not be confined to the hypophysis; they have been described 
in vascular tissue, spleen, liver, testes, and adrenal glands. Should 
adrenal destruction occur when the pituitary gland is unaffected 
or only slightly involved, the patient will come under observa- 
tion with adrenal cortical hypofunction. It is not possible to 
know how frequently giant cell granuloma is responsible for 
this condition, as the probable result, gross scarring of the 
adrenal glands, is common to other causes of nontuberculous 
cortical destruction. From the clinical viewpoint, giant cell 
granuloma should be suspected when hypopituitarism occurs in 
women who have not previously suffered from conditions that 
may have caused a necrosis of the pars anterior of the pituitary 
gland and in both men and women in whom tumor, tuber- 
culosis, and syphilis can be excluded. From the pathological 
point of view the disease might be more frequently recognized 
if careful postmortem search were made for evidence of granu- 
lomas in nonendocrine organs in cases of nontuberculous adrenal 
cortical hypofunction and hypopituitarism. 


Incidence and Distribution of Bronchial Cancer in Austria. J. 
Herbich and R. Neuhold. Ztschr. Krebsforsch. 60:139-160 
(No. 2) 1954 (In German) [Berlin, Germany]. 


In 1950 the mortality from malignant neoplasms was higher 
in men than in women in Austria. The male/female mortality 
ratio from bronchial cancer was 8:1. The highest lethality rate as 
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regards malignant tumors in general occurs in women in the 
sixth decade and in men in the seventh decade. In bronchial 
carcinoma the mortality figures are highest in the sixth decade 
in both men and women. The earlier peak lethality rate from all 
cancers in men in Vienna is chiefly due to the lethality of bron- 
chial carcinoma. The lethality and mortality from bronchial car- 
cinoma is highest in Vienna and in the cities with over 20,000 
inhabitants. In industrialized regions the mortality and lethality 
figures are considerably higher than in agricultural regions. The 
morbidity figures for bronchial cancer differ also geographically 
in that they are higher in the foothills of the Alps. Bronchial 
cancer is more frequent in certain occupations, particularly 
those concerned with traffic. There is a noteworthy parallelism 
between fatalities from bronchial carcinoma and the consump- 
tion of cigarettes. 


Bilateral Brenner and Krukenberg Tumors with Ovarian Cystad- 
enomas. C. J. Flanagan and G. J, Race. A. M. A. Arch. Path. 
$8:588-591 (Dec.) 1954 [Chicago]. 


Flanagan and Race present an unusual case of bilateral mul- 
tiple ovarian tumors. The tumors were bilateral Brenner tumor, 
bilateral benign cystadenomas, and bilateral Krukenberg tumors. 
Each ovary weighed about 1,200 gm.; four-fifths of the ovarian 
tissue was estimated to be the Brenner tumor. The cystadenomas 
were of mixed serous and pseudomucinous type. The Kruken- 
berg tumors were secondary to an adenocarcinoma of the 


. Stomach. Before the finding of carcinoma of the stomach in this 


case, the ovarian carcinoma was interpreted as primary and as 
probably arising from the cystadenomas that were found in both 


- ovaries adjacent to the invasive tumor. However, on comparison 


of the adenocarcinoma of the stomach with that in the ovaries, 
a marked similarity was observed, which included the secretion 
of mucus in approximately equal quantity by both types of 
cancer cells. Therefore, the authors interpret the ovarian adeno- 
carcinomas as Krukenberg tumors, which are quite separate 
from the bilateral benign cystadenomas. The epithelium of the 
cystadenomas, although predominantly serous in appearance, 
was shown to secrete small amounts of mucin, suggesting that 
the cystadenomas were of a mixed type. 


- Wegener’s Granulomatosis: Pathology and Review of the 


Literature. G. C. Godman and J. Churg. A. M. A. Arch. Path. 
§8:533-553 (Dec.) 1954 [Chicago]. 


Klinger in 1931 reported on a patient with severe destructive 
sinusitis, nephritis, and uremia in whom splenic granulomas, 
arteritis, and glomerular lesions were found at autopsy. Wegener 
first recognized in his three cases a distinctive syndrome and 
characterized this complex clinically and anatomically. He held 
that it represented a unique variety of periarteritis nodosa, and 
since nasal and paranasal lesions predominated in his cases, he 
called the condition “rhinogenic granuloma.” Godman and 
Churg studied seven cases of this peculiar syndrome, as well as 
a number of related disease patterns. One of the seven patients 
was 12 years old, the others ranged in age between 35 and 50. 
One of the patients is still alive nearly three years after the onset 
of symptoms. This patient is being treated with cortisone and 
antibiotics. Four patients died after from two to five months of 
illness; one patient survived 14 and another 48 months. In this 
last patient only minimal vascular lesions were found at autopsy. 
The presenting clinical symptoms in six cases were sinusitis, 
subsequently associated with pulmonary disturbances, otitis, or 
arthritis. The skin and nervous system were frequently involved. 
All patients showed evidence of renal damage, such as al- 
buminuria and hematuria; four died in uremia. The microscopic 
aspects of the lesions in the upper respiratory tract, lungs, 
kidneys, spleen, blood vessels, and other organs are described, 
and the observations on 22 other reported cases are tabulated. 
The following features were typical: (1) necrotizing granulo- 
matous lesions in the upper air passages (nose, paranasal sinuses, 
nasopharynx; glottis, or adjacent regions) or in the lower respira- 
tory ‘tract (trachea, bronchi, lungs) or in both; (2) generalized 
focal necrotizing vasculitis, involving both arteries and veins, 
almost always in the lungs, and more or less widely dissemi- 
nated in other sites; and (3) glomerulitis, characterized by 
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necrosis (and thrombosis) of loops or lobes of the capillary tuft, 
capsular adhesion, and evolution as a granulomatous lesion. 
Features differentiating Wegener's granulomatosis from the 
similar and related disease patterns of necrotizing granulomatous 
processes, generalized arteritides, and mixed allergic angiitis and 
granulomatosis are presented. The search for a specific infective 
agent has yielded only a mixed flora usual in the upper respira- 
tory tract or as contaminants. Admitting that any one of.the 
characteristic lesions of Wegener’s granulomatosis may con- 
ceivably result from causes other than allergic, each of them 
has also been clearly associated with hypersensitive states, and 
the concurrence in the same syndrome of at least three such 
manifestations (necrosis and granuloma; arteritis; glomerulitis, 
trabeculitis, and folliculitis) renders the inference almost in- 
eluctable that this is a disease of hypersensitivity. To explain 
the peculiar concentration of lesions in the respiratory tract, it 
might be considered that (1) this site is the primary locus of 
attack of a noxious agent, probably microbial, that is present 
locally in highest concentration for the longest duration and/or 
(2) that the respiratory tract tissues are most highly sensitized, 
that is, they form the first, most susceptible, shock tissues. 
Generalized vasculitis, nephritis, and disseminated granulomata 
probably occur only later in the course of the disease, perhaps 
dependent either on the development of a state of generalized 
vascular hypersensitivity or on access to the circulation of 
allergenic substance from the primary respiratory site. 


RADIOLOGY 


Rotation Therapy. D. W. Smithers. J. Fac. Radiologists 6:73- 
83 (Oct.) 1954 [Bristol, England]. 


A plea is made for the wider use of rotation radiotherapy 
with the claim that it is probably the simplest and most efficient 
method available for increasing tumor depth-doses at a reason- 
able financial expense. Various techniques are mentioned; they 
are nearly all some variation of rotation about the long or short 
axis of the patient, in which either the patient, the sources of 
radiation, or both are made to move. Other variables at the 
radiologist’s disposal for further manipulation are the penetra- 
tion of the beam and the shape of the isodose surfaces produced. 
Thus rotation therapy is actually no more than a technical trick 
for using the equipment at hand to greater advantage in the 
treatment of certain patients with tumors at a depth. Unfortu- 
nately, the high cost of apparatus and dose distribution curves 
measured in water phantoms are being used to support a case 
for keeping to low-voltage plant for rotation therapy. There is, 
however, full justification for the wider use of beams in the 
1 to 5 mev. range, in view of their advantages and the fact that 
cost per patient irradiated with them is reasonable. The ad- 
vantages gained from harder radiation stem not only from in- 
creased penetration but also from lowering of the integral dose, 
displacement of the maximal dose a short distance below the 
skin surface, sharper localization of high-dose volumes, and 
avoidance of differential energy absorption in tissues. The 1 to 
10 mev. quantum energy range is therefore of outstanding value 
in radiotherapy. 


ANESTHESIA 


Anesthesia for Electroconvulsive Therapy. R. J. M. Steven, 
R. M. Tovell, J. C. Johnson and E. Delgado. Anesthesiology 
15:623-636 (Nov.) 1954 [Lancaster, Pa.]. 


Steven and associates aimed to eliminate both the psychic 
objection of the patient undergoing electroconvulsive therapy 
and the danger of bodily harm, feared by so many psychiatrists. 
The introduction of succinylcholine derivatives as short-acting 
muscle relaxants provided them with the opportunity to do so. 
Recovery from their muscle relaxant or paralyzing effects usually 
occurs within five minutes of injection. Thiopental (Pentothal) 
sodium anesthesia has been considered a necessary complement 
to the use of succinylcholine salts. Its use eliminates completely 
any unpleasant prodromal effects of the therapy and of the 
administration of succinylcholine. Electrocardiographic tracings 
and roentgenograms of the spine are made in all patients con- 
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sidered suitable for electroconvulsive therapy, so that the anes- 
thesiologist knows the patient’s physical status before treatment 
is begun. Rooms in which treatment is undertaken are equipped 
with piped oxygen outlets and a bag and mask that may be used 
for inflation of the lungs. A laryngoscope and endotracheal 
tubes are kept in the unit for emergency use. All therapy is 
given before breakfast. The patient is asked to lie down and 
thiopental sodium in 2.5% solution is administered intravenously 
until he is just asleep, 6 to 8 cc. (150 mg. to 200 mg.) usually 
being required. The syringe is detached from the needle and 
another containing the estimated dose of succinylcholine di- 
chloride is attached and injected. The psychiatrist applies the 
electrodes on the head band, and, following the cessation of 
fasciculation, the patient’s lungs are inflated several times with 
pure oxygen. Free inflation of the lungs on compression of the 
rebreathing bag is taken as a sign of complete relaxation. A 
gag is placed between the patient's teeth, care being taken to 
ensure that the lips and tongue are not caught, and the stimulus 
administered. The initial muscular contraction is usually followed 
shortly by a modified clonic convulsion. The described method 
of anesthesia has been used in 3,184 convulsive treatments. The 
authors analyze the last 2,570 treatments given to 332 patients. 
One death occurred following the anesthesia. The advantages 
that accrue from the use of this method include the elimination 
of hypoxia or anoxia and fractures and dislocations; the ability 
to treat patients formerly considered unsuitable for electro- 
convulsive therapy; and the reduction of anxiety in both the 
psychiatrist and the patient. Several illustrative case histories are 
presented. Both anesthesiologists and psychiatrists are of the 
opinion that the method represents a considerable advance over 
previous attempts to achieve muscular relaxation and is the 
best that can be attained at this time. 


“Silent” Regurgitation and Aspiration During Anesthesia. 
W. Berson and J. Adriani. Anesthesiology 15:644-649 (Nov.) 
1954 [Lancaster, Pa.]. 


Regurgitation and aspiration may take place silently during 
anesthesia without the anesthetist’s being aware of their occur- 
rence. Berson and Adriani made studies on 926 patients scheduled 
for elective surgical procedures. Carmine red, a bright-colored, 
colloidally-dispersed insoluble dye, was used as an indicator of 
regurgitation and aspiration. It was administered orally in gelatin 
capsules. with 15 to 30 cc. If Levin tubes were used the dye was 
given with lavage. At the conclusion of anesthesia the pharynx 
was inspected with a laryngoscope. If the dye was present in the 
pharynx, the trachea was suctioned thoroughly to determine 
whether aspiration had occurred. The carmine red was distin- 
guished from blood by adding ammonia water to the contents 
of the suction bottle. It was found that 127, or 14%, of the 
926 patients regurgitated gastric contents, and 66, or 7%, 
aspirated gastric contents, that is, about half of the patients who 
regurgitated also aspirated gastric contents. Regurgitation oc- 
curred in 11% and aspiration in 6% of 662 smooth inductions. 
The anesthetists were not aware of the regurgitation until the 
dye was identified in the pharynx. In 150 difficult inductions the 
incidence of regurgitation and aspiration was double that during 
smooth inductions. The high incidence of regurgitation and 
aspiration during endotracheal anesthesia is not readily explained. 
The high incidence of regurgitation (22%) with Levin tubes may 
be attributable to the fact that patients who require a gastric 
tube as a rule have retention or distention. The possibility that 
adequate aspiration cannot be carried out and the stomach is 
not emptied before induction must also be considered. In addi- 
tion, difficulty. is usually experienced in fixing the mask snugly 
on the patient’s face. This contributes to a higher incidence of 
difficult inductions. The possibility that the rate of regurgitation 
may be decreased by aspirating the stomach contents, removing 
the Levin tube immediately before induction of anesthesia and 
then reinserting it at the conclusion of anesthesia should be 
considered. The possibility that pneumonitis may develop after 
aspiration appears to be small if endotracheal suctioning is 
practiced at the conclusion of anesthesia and adequate antibiotic 
therapy is instituted after operation. However, this does not 
nullify the fact that massive regurgitation or aspiration of solid 
material may lead to pneumonitis and even asphyxia. 
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BOOK REVIEWS 


Diseases of the Skin for Practitioners and Students. By George Clinton 
Andrews, M.D., F.A.C.P., Clinical Professor of Dermatology, College of 
Physicians and Surgeons, Columbia University, New York. Fourth edition. 
Cloth. $13. Pp. 877, with 777 illustrations. W. B. Saunders Company, 218 
W. Washington Sq., Philadelphia 5; W. B. Saunders Company, Ltd., 7 
Grape St., Shaftesbury Ave., London, W.C.2, England, 1954. 


The present edition of this well-known textbook should con- 
tinue to be popular with students and practitioners of derma- 
tology. As in previous editions, Dr. Andrews has prepared a 
volume that is thoroughly up-to-date in both text and references, 
concise and practical in its approach, and readable in style. 
Several improvements in typography and format have been 
made. In this edition increased emphasis has been placed on the 
systemic implications of cutaneous disease and on dermatological 
histopathology. A number of new diseases have been described, 
and the sections on therapy have been extensively revised. Other 
additions include discussions of recent developments in the bio- 
chemistry of melanin formation and outlines of such diagnostic 
procedures as the LE test for lupus erythematosus, the Trepo- 
nema pallidum immobilization test for syphilis, the Kveim test 
for sarcoidosis, the Schiff periodic acid stain for fungi, and the 
Tzanck technique for cytological examination of vesicular and 
bullous lesions. Of particular value to graduate students and 
practicing dermatologists are the chapters on special treatment 
techniques, such as x-ray and radium therapy and surgical 
diathermy. New tables showing the depth dose and back scatter 
values obtained from the newer beryllium window x-ray therapy 
tubes and brief discussions of therapy with contact tubes, cathode 
rays, thorium X solutions, and pure beta ray plaques using 
strontium 90 are included. This book is highly recommended. 


Vitamins and Hormones: Advances in Research and Applications. 
Volume XII. Edited by Robert S. Harris, Professor of Biochemistry of 
Nutrition, Massachusetts Institute of Technology, Cambridge, G. F. 
Marrian, Professor of Medical Chemistry, University of Edinburgh, Edin- 
burgh, Scotland, and Kenneth V. Thimann, Professor of Plant Physiology, 
Harvard University, Cambridge, Mass. Cloth. $7.50. Pp. 305, with illus- 
trations. Academic Press, Inc., 125 E. 23rd St., New York 10, 1954. 


This book contains eight new articles by 13 contributors and 
deals with the chemistry of vitamin B,., the intestinal synthesis 
of vitamins in the ruminant, the biochemistry and pathology of 
hypervitaminosis A, vitamin A requirements of animals, dis- 
turbances in nutrition relating to liver disease in man, light 
regulation of hormone secretion, estrogens and related sub- 
stances in plants, and effects of estrogens on domestic fowl and 
applications in the poultry industry. Each article is followed by 
a list of references. An author index, which includes those listed 
as references, and a subject index appear at the end. The binding, 
paper, and printing are of high quality and conform to the style 
of previous volumes. All investigators in the basic sciences, with 
specialized interest in the medical and veterinary aspects of 
vitamins and hormones, should find the current volume useful 
as a reference and guide to recent developments in these fields. 


Studies in Schizophrenia: A Multidisciplinary Approach to Mind-Brain 

By Tulane Department of Psychiatry and Neurology. Re- 

ported by Robert G. Heath, Chairman. Cloth. $8.50. Pp. 619, with illus- 

trations. Published for Commonwealth Fund by Harvard University Press, 
Cambridge 38, Mass., 1954. 


The concept underlying the research presented in this unusual 
book is described as: “The over-all effect in schizophrenia can 
be assumed as one of cortical impairment. As a result of that 
the subcortex is functioning abnormally. It can be expected that 
electrical stimulation of the basal parts of the septal region of 
the brain might stir it into more normal activity, thus facilitat- 
ing cortical activity and bringing the individual out of the sleep- 
like state of reverie, helping him to make better interpretation 
of reality.” The main part of the book consists of an extensive 





These book reviews have been prepared by competent authorities but 
do not represent the opinions of any medical or other organization unless 
specifically so stated. 


description of the procedure for stimulating subcortical parts 
of the brain and of the behavioral change of the patient during 
stimulation and during the weeks and months after. It is stressed, 
that “if also some results in therapy have been achieved, much 
remains to be done.” The results show that the method may 
be useful, regardless of whether the theoretical assumption is 
correct or not. It would not do justice to the book to consider 
it in this respect only. It presents many valuable results in such 
fields as physiology and pathology. It is particularly worth study- 
ing from the methodological point of view. Scarcely ever has 
any disease been investigated by so well organized a team in 
which so many scientists of various fields, from electrical en- 
gineer to clinician, have worked together. An interesting added 
feature in the arrangement of the discussions of special prob- 
lems is the participation of guest contributors who were chosen 
for their particular interest in special phases of the work. The 
reason why the various steps in the work were undertaken is 
discussed. It is gratifying to learn that the work will be con- 
tinued. The- book is excellently illustrated. 


The Hemolytic Anzmias: and Acquired. By J. V. Dacie, 
M.D., M.R.C.P. Cloth. $7.50. Pp. 525, with 98 illustrations. Grune & 
Stratton, Inc., 381 Fourth Ave. New York 16, 1954. 


This book covers its subject primarily from the laboratory 
point of view, developed on a historical basis. The hematological 
and serologic aspects are presented in detail, and sufficient data 
of the pathological and clinical features are given to be of 
value in treatment. In addition to the underlying principles of 
hemolysis, chapters on congenital and acquired hemolytic types 
and hemolytic anemias associated with other diseases are in- 
cluded. A very useful chapter deals with the techniques used in 
investigating hemolytic anemias. Some material on the specificity 
and reactions in vitro of the auto-antibodies in acquired hemo- 
lytic anemia is published here for the first time. An extensive 
list of references published in the last 10 to 15 years is given. 
The book, as a whole, should be of value to the hematologist 
and_ physician. 


Hysterectomy. By John C. Burch, M.D., and Horace T. Lavely, M.D. 
Publication number 226, American Lecture Series, monograph in American 
Lectures in Gynecology and Obstetrics. Edited by E. C. Hamblen, B.S., 
M.D., F.A.C.S., Professor of Endocrinology, Duke University School of 
Medicine, Durham, N. C. Cloth. $5.50. Pp. 94, with illustrations. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 49 Broad St., Oxford, England; Ryerson 
Press, 299 Queen St., W., Toronto, 2B, Canada, 1954. 


This monograph is timely because during the last few years 
there has been much discussion about the indications for re- 
moval of the uterus. The authors carefully weigh the harm done 
by the large number of unnecessary hysterectomies against the 
conservation of uteri at the time of a laparotomy when these 
uteri are useless and result in future disease. The book is divided 
into chapters on (1) the hysterectomy problem, (2) an approach 
to hysterectomy, (3) conditions requiring hysterectomy, (4) choice 
of operation, (5) technique, (6) intraoperative complications, and 
(7) results. The authors summarize the physiological effects of 
hysterectomy as follows. The mortality varies from two to five 
deaths per 1,000 operations. The saving of life in terms of cancer 
prevention is 25 lives per 1,000 cases in white persons and 35 
per 1,000 in Negro patients between the ages 35 to 45 years. 
The general health is improved if indications for the operation 
are sound. The functions of reproduction and menstruation are 
removed with the uterus. Ovarian function continues at about 
the same level and follows the same course as if there had been 
no operation. In most cases, the sexual function is either im- 
proved or unchanged. The technique of abdominal, vaginal, and 
radical hysterectomy is described and illustrated. The illustra- 
tions, all drawn by Helen Lorraine, are beautiful and instructive. 
The authors reported 1,226 hysterectomies of all types, without 
a maternal death, a phenomenal record. The book is well written 
and printed and is an outstanding contribution. 
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Organization and Administration of Blood Banks. Paper, loose-leaf. 
$4. Pp. 114, with 32 illustrations. American Association of Blood Banks, 
Office of Secretary, 3707 Gaston Ave., Dallas, Texas, 1954. 


As an initial venture this booklet of the subcommittee on the 
Administrative Manual of the American Association of Blood 
Banks is a laudable attempt to review the variegated modes of 
operation used and the modes of organization of privately 
operated, hospital, Red Cross, and community blood banks. 
If what emerges as a picture of blood banking in the United 
States appears blurred at times, it is excusable, for the sub- 
committee faced monumental problems in trying to resolve the 
many differences in operation and policy of these blood banks 
into an orderly presentation. Their problem was compounded 
by the use of 31 authors each using his own style and expressing 
essentially his own viewpoint. Thus it was inevitable that much 
redundancy and repetition occurs in the individual articles. 
Perhaps a more uniform and logical handling of the subjects 
would have resulted if the committee had boldly written its 
own chapters on the basis of the information furnished by the 
contributors. Nevertheless much practical knowledge on blood 
banking is found in the manual. The basic considerations in 
organizing blood banks, records, business policies, fund-raising 
programs, rural blood-banking programs, production and distri- 
bution, donor clubs, and volunteer workers are all discussed. 
The book does not, however, wrestle with the probtem of the 
isolated community, with its own general hospital that wishes 
to inaugurate a blood bank. These small communities frequently 
seek advice. It is beyond their means and possible scope to con- 
sider a project exceeding a single room or two. Certainly many 
blood banks had such humble beginnings and only with the 
passage of time ascended to the Olympian heights represented 
by the elaborate layouts shown in the manual. Discouraging to 
the small community, too, must be the statement that for efficient 
service a hospital blood bank should provide a minimum of 100 
blood transfusions per month. 

Perhaps the most useful and interesting sections of the book 
to the practicing physician relate to the analysis of a question- 
naire circulated among blood banks by the subcommittee. The 
questionnaire considered the sponsorship, personnel, business 
policies, and production and distributing procedures of blood 
banking. The survey discloses that 60% of hospital blood banks 
have no specific blood bank license based on inspection by either 
a voluntary, state, or federal agency; 25% of community blood 
banks fall into this same class. As the subcommittee says: “There 
is a great need for blood banks to be licensed by an official 
medical or public health agency, because desirable licensure 
promotes minimal operating and technical standards in blood 
banks.” It is surprising that a physician is not in attendance at 
all times when blood is drawn in as many as 19 of 45 com- 
munity banks and 38 of 136 hospital banks. 

From the viewpoint of public interest and total cost of medical 
care, probably the most important data are concerned with 
the business policies of blood banks. These data show a wide 
range of charges for blood units and the subdivision of these 
charges into processing and replacement fees. This high degree 
of variability exists in the reports of both community and hos- 
pital blood banks. Unfortunately this range of variation has not 
been accorded the close scrutiny and exacting analysis that it 
deserves, for it is on this item of costs and charges that most 
critics of privately operated blood banks level their attention. 
When so great a variability is shown in data it may be due to 
differences in interpretation of terms used in the questionnaire 
or failure to define clearly these terms. Thus, one bank’s opera- 
tions may be partially or completely subsidized by private or 
public funds and its charges may reflect only the cost of 
materials used, while another bank’s charges may be based on 
all the costs involved in the collection, preservation, storage, 
and administration of the unit of blood including such items 
as rental, salaries, heat, light, materials, maintenance, and de- 
preciation. If these were the circumstances, undoubtedly there 
would be wide swings in ranges of charges for a unit because 
a different base had been used for calculating costs. The present 
volume represents a beginning. It would be foolhardy to expect 
it to be perfect or to settle all the controversies in blood banking. 
It is hoped that the subcommittee will be encouraged by its 
reception to issue new and improved editions of the manual. 
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Principles of Internal Medicine. Editors: T. R. Harrison, et al. Second 
edition. Cloth. $16. Pp. 1703; 87, with 207 illustrations. Blakiston Com- 
pany (division of Doubleday & Company, Inc.), 575 Madison Ave., New 
York 22, 1954. t 


“The original purpose of this book was to attempt to achieve 
a balance between the art and the science of medicine. The 
hope of the Editors was to present material which deals with 
the practical problems of internal medicine of today, and to 
integrate this with those basic principles which will in all prob- 
ability determine the medical practice of tomorrow.” This book, 
in 10 parts, is edited by an outstanding group of teachers, and 
the contributors are capable men in their respective fields. 
The material in this edition has been extensively revised, and 
much of it has been entirely rewritten. Some new sections have 
been added. One such section on the care of the patient describes 
those principles of medical management that concern themselves 
with questions and problems likely to arise in the treatment of 
any patient, regardless of the specific disorder that may be re- 
sponsible for his illness. Part 1 discusses the physician and the 
patient and introduces the student or physician to general prob- 
lems in the management of the patient. Part 2 deals with the 
cardinal manifestations of disease, physiologically and patho- 
logically, and covers such basic symptoms as pain, fever, short- 
ness of breath, cough, disturbances in circulation, alterations 
in weight, anemia, and disorders of nervous function. The entire 
field of internal medicine is covered, and the book is well or- 
ganized and authoritatively and interestingly written. References 
are found at the end of each chapter, and there is an index. 
This must be considered among the best textbooks of internal 
medicine. It contains a wealth of material. 


Goodbye Harley Street. By R. Scott Stevenson. Cloth. 15s. Pp. 224, with 
drawings by author. Christopher Johnson Publishers, Ltd., 11-14 Stanhope 
Mews West, London, S.W.7, England, 1954, 


This book is a sort of sequel to the author’s “In a Harley 
St. Mirror.” The chapters, which are loosely strung together, 
cover a variety of subjects in an entertaining fashion. The author, 
an otorhinolaryngologist, saw his private practice diminishing 
under the National Health Service, which he denounces at every 
opportunity, and moved his office from Harley Street to Gibral- 
tar, where no one was practicing his specialty. In a chapter 
entitled “Death of a Hospital” he describes how the Metro- 
politan Ear, Nose and Throat Hospital, with which he had long 
been associated, was eliminated as a unit by the National Health 
Service. Two chapters near the end are concerned with the 
treatment of deafness. He stresses the fact that a baby born 
deaf will learn speech-reading by watching people talk if the 
adults around him do not make the mistake of not talking to 
him because they know he is deaf. The pen and ink sketches by 
the author add to the interest of this book. 


Hospital Formulary of Selected Drugs, Including Statements on Actions, 
Uses, Side Effects, Dosage and Dosage Forms of Important Selected 
Therapeutic Agents. By Don E. Francke, Chief Pharmacist, University 
Hospital, University of Michigan, Ann Arbor. [New edition.] Cloth. $5. 
Pp. 759. Hamilton Press, Hamilton, Ill., 1954. 


This new edition of the formulary adopted for the University 
Hospital of the University of Michigan has been expanded to 
include medicinal agents that have become established for use 
since the first edition was published in 1946. Each parent drug 
and its salts or esters are chemically or otherwise appropriately 
described under their generic (nonproprietary) names, including 
some trade name synonyms. Properties, actions, uses, dosage, 
and preparations are given for each drug, usually in that order. 
This information is reprinted with the permission of the “United 
States Pharmacopeia,” “National Formulary,” and “New and 
Nonofficial Remedies.” The descriptions are arranged alpha- 
betically under appropriate pharmacological or other suitable 
subdivisions. A section on general information, which follows 
the individual descriptions, includes instructions on prescription 
writing, conversion and biochemical tables, and antidotes for 
common poisons. A general index appears at the end, The pocket 
size, flexible binding, and clear typography of the book are well 
suited for convenient reference by pharmacists, medical students, 
interns, residents, and physicians. Although more comprehensive 
than most hospital formularies, this publication sets a pattern 
of excellence that may well stimulate the adoption of more 
adequate ones by other hospitals and outpatient clinics. 
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QUERIES AND MINOR NOTES 


DIABETICS WHO UNDERGO OPERATIONS 


To THE Eprror:—!I see diabetic patients whose levels of blood 
sugar and urinary sugar are not in proportion. The blood 
sugar may be 250 mg. per 100 cc. or more and yet the urinary 
sugar may be only present in trace amounts. Several such 
patients have undergone operations, thus presenting a difficult 
problem. Frequently the surgeon orders intravenous adminis- 
tration of glucose during and following the procedure. What 
is a reasonable diabetic routine for this type of patient? 
Further, when fluids are given intravenously to a mild diabetic, 
about how many grams of glucose are used per unit of 
insulin? M.D., New York. 


ANSWER.—It is not uncommon to encounter patients whose 
“renal threshold” for sugar is higher than that found in most 
persons. This may reflect either a diminished glomerular filtra- 
tion rate or an unusually efficient rate of tubular reabsorption. 
The first factor is probably of more importance, since one usually 
sees the condition in elderly persons, many of whom have evi- 
dence of diminished renal function. In such patients, more re- 
liance must be placed on blood sugar determinations. There are 
various plans of management of the diabetic patient undergoing 
operation. The following procedure is simple and effective. If 
the insulin requirement of the patient has been determined over 
several days prior to operation, then one keeps in mind that on 
the day of operation about the same total dose of insulin will 
be administered. The operation is scheduled during the fore- 
noon, if possible. On the morning of operation, in lieu of break- 
fast, an infusion of 1,000 cc. of 5% glucose in water is given 
intravenously. At the same time about half of the day’s total 
dose of insulin is given subcutaneously. During the procedure 
the surgeon gives such fluids as may be thought desirable by 
him, but usually no insulin need be, or should be, administered. 
Within a few hours after operation, often another intravenous 
infusion of 5% glucose is given and at the same time the balance 
of the day’s total dose of insulin is given subcutaneously. In the 
late afternoon a blood sugar determination is made. This de- 
termination is carried out preferably not earlier than two and 
one-half or three hours after glucose has been administered. 
Usually this blood sugar value will be within a satisfactory 
range; however, if it is above 250 mg. per 100 cc. an appropriate 
dose of regular insulin may be given. 


The above method has the advantage that one can feel reason- 
ably sure that the patient will receive enough insulin. Because 
of the stress of the operation and the anesthesia, rarely will too 
much insulin be given, even though the total grams of carbo- 
hydrate taken are less than on the usual day of normal diet. 
The method described does away with the necessity of depending 
on giving insulin according to tests of the urine. Following an 
operation it is often difficult to get specimens unless a catheter 
is in place, and if specimens are obtained following administra- 
tion of glucose the results of the tests are often misleading, since 
the sugar found represents simply “overflow glycosuria” and does 
not truly reflect the status of the diabetic condition. Near-tragic 
hypoglycemic attacks have at times followed the administration 
of regular insulin to elderly patients on the basis of urinary 
tests following intravenous administration of glucose. It is diffi- 
cult or impossible to state how many grams of glucose will be 
used by a mild diabetic per unit of insulin under the circum- 
stances described. If one is treating a patient who ordinarily does 
not take insulin, usually 10 or 12 units of regular insulin given 
subcutaneously would be a proper dose to accompany the giving 
of 50 gm. of glucose in an intravenous infusion. 





The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


RECURRING ATTACKS OF CORONARY THROMBOSIS 


To THE Epiror:—A 50-year-old man, weight 154 Ib. (69.9 kg.), 
height 5 ft. 8% in. (174 cm.), has had two attacks of myo- 
cardial infarction. About 24 hours before each attack he had 
premonitory symptoms of transitory pains in his chest and 
arms while at rest in bed at night. Assuming the same sequence 
of events should occur, what measures can be taken to pre- 
vent another attack of coronary thrombosis? The patient does 
not have angina due to exertion or emotion. Please comment 
on the use of heparin, glyceryl trinitrate (nitroglycerin), and so- 
called coronary vasodilators such as pentaerythritol (Peritrate) 
tetranitrate or triethanolamine trinitrate (Metamine) in such 
a situation. The patient has no hypertension, no enlargement 
of heart, no diabetes, a normal blood cholesterol level, and 
minor residual changes in the electrocardiogram. Would you 
give such a patient estrogens or anticoagulant on a long-term 


basis? M.D., Tennessee. 


This inquiry was referred to two consultants, whose respective 
replies follow.—Eb. 


ANSWER.—It is quite possible that the premonitory symptoms 
represented spasm or early thrombosis of the coronary arteries, 
or both. The definite onset of severe symptoms may have oc- 
curred when the thrombus propagated, enlarging the area of 
infarction, or when the local ischemia produced more marked 
metabolic changes in the myocardium. It is probably too late to 
prevent the infarct after the onset of symptoms, although the 
risks of additional thrombi, propagation of the original thrombus, 
and mural thrombi may be strikingly reduced by the prompt use 
of anticoagulant therapy, starting simultaneously with heparin 
and a coumarin or phenylindanedione derivative and discontinu- 
ing the heparin when the prothrombin time is prolonged to 
therapeutic levels. In most patients the use of the coumarin or 
phenylindanedione derivatives alone is sufficient. While glyceryl 
trinitrate should exert a favorable effect if the predominant 
factor is spasm of the coronary arteries, it would not be as 
effective if the primary change is organic narrowing of the 
coronary arteries due to atherosclerosis. The value of penta- 
erythritol tetranitrate, triethanolamine trinitrate, or other so- 
called coronary vasodilators in the actual prevention of an 
attack such as this patient had is not established by available 
evidence. The same is true of estrogenic therapy, although 
changes in the lipid patterns of the blood suggest a reduced 
atherosclerogenous trend. These studies are still in the experi- 
mental stage. There is, however, steadily increasing evidence 
arising from many studies in the United States and abroad that 
long-term anticoagulant therapy properly administered does 
reduce the incidence of new attacks and other thromboembolic 
complications in patients who have already suffered one or more 
attacks of myocardial infarction. This would appear to offer the 
most effective and logical therapeutic approach available at 
present for this patient. 


ANSWER.—It is certainly problematical and questionable that 
anything can be done to forestall subsequent attacks of coronary 
thrombosis in a patient who has previously sustained two such 
episodes. However, the use of anticoagulants such as heparin, 
bishydroxycoumarin, and phenindione in small and prolonged 
doses is indicated, provided a prothrombin determination can 
be made at definite intervals. Coronary vasodilators such as 
aminophylline and papaverine serve a very useful function in 
atherosclerosis and can and should be administered over a long 
period of time. There is no contraindication for their use. 
Glyceryl trinitrate, while it relieves pain and distress of coronary 
origin, serves no useful purpose in warding off an attack in the 
absence of hypertension. 
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VAGINAL TRICHOMONIASIS 

To THE Epiror:—It is thought that Déderlein’s bacillus plays 
an active role in the prevention and cure of Trichomonas 
vaginalis infestations. What is the advisability of implanting 
pure cultures of Déderlein’s bacillus in the vaginal vault, 
followed by the instillation of lactose to encourage their 
growth? M.D., New Jersey. 


ANSWER.—D6derlein’s or acidophilous bacilli are common 
bacteria in the normal, healthy vagina of the adult woman. 
Where there is a preponderance of growth of these organisms, 
vaginal trichomonads seldom or rarely are encountered. Efforts 
have been made to implant or transplant cultures of this organ- 
ism into the human vagina, both in adults and children. The 
installation of such cultures, according to various workers, has. 
been disappointing. Other workers have used a tablet containing 
these organisms and carbohydrate material with varying degrees 
of success. It appears that these organisms will be present when- 
ever the environment is favorable. No harm has been reported 
to result from these therapeutic efforts. The insertion of beta 
lactose capsules or alpha lactose tablets has been a valuable 
adjunct in the treatment of vaginal trichomoniasis. This therapy 
will not eliminate infection from focal sites such as the cervix, 
urethra, or bladder. The acidophilous bacilli thrive in the pres- 
ence of lactose. If Candida albicans is present there is less like- 
lihood of a vaginal mycosis developing with lactose than when 
other sugars are used. It would seem that the inoculation of 
lactobacilli is an unnecessary step. 


HIGH SCHOOL ATHLETICS AND RHEUMATIC FEVER 
To THE Eprror:—A 16-year-old patient had rheumatic fever 
with cardiac dilatation and murmurs, starting in December, 
1952. He responded well to rest and cortisone and recovered 
with no apparent residual damage. The heart has returned to 
normal as far as can be determined by a cardiologist. He has 
had no evidence of recurrence. He is in a small school where 
athletics are important, and he is anxious to play football and 
basketball. Is there danger of cardiac damage from either of 
these sports in his case? He is quite well adjusted emotionally. 
Jack C. Dysart, M.D., Sterling, Kan. 


ANSWER.—It is generally agreed that a normal heart cannot 
be strained by physical exertion. In the case of a 16-year-old 
youth who had undoubted rheumatic carditis in December, 1952, 
however, one could not consider the heart to be normal, in 
spite of a normal physical examination at the present time. 
Therefore, it would seem to be good judgment to rule against 
participation in football and basketball. Competitive athletics 
require not only a sound body but fitness or “condition” as well. 
This latter characteristic is the ability to recover promptly from 
strenuous exertion. The pressure of competition encourages 
participants under certain circumstances to disregard symptoms 
of fatigue, pain, or dyspnea and to exceed their limits of re- 
coverability. In spite of the immediate emotional reaction this 
young man might have, it would be better to direct him into a 
supervised physical education program where pressures of com- 
petition would not be great and to help him achieve success in 
some field other than athletics. 


OFFSPRING OF RADIOLOGISTS 

To THE Eptror:—A female physician became pregnant and, 
during the five weeks following presumed date of conception, 
examined by fluoroscopy about 15 patients daily, the last two 
weeks with the protection of a lead-rubber apron. Before this 
pregnancy, the husband, who is a physician, also used x-rays 
daily without wearing a lead-rubber apron. Would this consti- 
tute an increased chance of the fetus showing congenital 
pathological changes? M.D., Indonesia. 


This inquiry was referred to two consultants, whose respec- 
tive replies follow.—Eb. 


” ANSWER.—On the basis of the information supplied, it is not 
pessible to estimate with accuracy how much radiation the 
embryo received or how much gonadal irradiation was received 
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by both parents prior to conception. Experimental evidence indi- 
cates that small amounts of radiation can influence the germ 
plasm, producing mutations that may or may not show for 
several generations (Muller, H. J., in Hollaender, A.: Radiation 
Biology, New York, McGraw-Hill Book Company, Inc., 1954, 
vol. 1). There is further evidence that as little as 25 r delivered 
to an embryo within a short period at the most critical state 
in its development (about the third month) may increase the 
likelihood of somatic abnormalities (Russell, L. B., and Russell, 
W. L.: Radiology 58:369, 1952). Data also are available con- 
cerning a slight, but statistically significant, increase in the occur- 
rence of abnormalities in the children of radiologists as 
compared with children of physicians not coming in contact 
with radiation sources (Macht, S. H.: Exhibit at Meeting of 
American Roentgen Ray Society, Washington, D. C., Sept. 21- 
24, 1954). 

Comprehensive surveys of the radiation output of apparatus 
give information on which estimates of dosage can be based. 
When radiation apparatus is used with modern protective 
methods, including the wearing of lead aprons, and monitored 
with film badges or other methods, one can estimate the approxi- 
mate radiation dosage to the regions of the gonads and the 
uterus. Under such circumstances, a fluoroscopist examining 100 
patients per week for five minutes each and working in a field 
of scattered radiation of 1 r per hour might receive as much 
as 8 r per week to the skin and, possibly, as much as 1 r per 
week at the depth of the fetus in utero. Since the information 
in this case is incomplete, it would be unwise to assume that 
the radiation to the fetus was of this order. The likelihood of 
abnormality in the offspring of human beings is not sufficiently 
documented to allow percentage estimations even when the 
factors of dosage are known. The possibility of radiation-induced 
abnormality, however, cannot be ignored. 


ANSWER.—From the physical point of view, the radiation re- 
ceived by the patient may be summarized as follows. Assuming 
three minutes of actual fluoroscopy time for each patient, 
15 x 3 = 45 minutes daily. Assuming the output of the fluor- 
oscopic machine is 15 r per minute (with backscatter), when 
this reaches the fluoroscopist it will be much less because of 
absorption by the patient. If only 1% gets through, only 0.15 r 
per minute will reach the fluoroscopist, giving a total of 6.75, 
or about 7 r daily. With apron (0.5 mm. of lead at 80 kvp) the 
dosage is negligible; without the apron, this is above the per- 
missible dose (0.04 r per day). Whether 7 to 10 r per day for 
three weeks will cause congenital abnormalities is difficult to 
say; the dosage necessary to double the mutation rate in man 
has been estimated as high as 300 r and as low as 3 r (Russell 
and Russell). 


STERILITY 
To THE Epitor:—Z/ would appreciate comment on low-dosage 
x-ray treatment of the pituitary gland in cases of sterility. 
M.D., New York. 


ANSWER.—Low-dosage x-rays applied to the pituitary or the 
pituitary and the ovaries have been used in the treatment of 
menstrual disorders and sterility for more than 25 years. No 
adverse results have been reported. Treatment is successful in 
a larger percentage of cases if both glands are treated at the 
same time. Fifty to 90 r are given to both sides of the pituitary 
region and the same dose to the ovaries. Some give this through 
a common portal of 20 by 20 cm.; others treat each ovary 
through a separate portal. The heavier the patient, the larger 
the dose. Thin women are given 50 r to the ovaries; heavy 
women would be given 90 r. The voltage, filters, and other 
factors differ with different roentgenologists. Three treatments 
are given at weekly intervals. 
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SARCOIDOSIS 

To THE Eprror:—A patient in the terminal stage of sarcoidosis, 
with the principal lesions in the lungs and brain, has been 
receiving cortisone for three years. One month ago she was 
seen because of severe dyspnea. The lung was almost filled. 
There was subjective and roentgenologic improvement of the 
lung after therapy with 200 mg. of cortisone daily was begun. 
She was given barbiturates for sleep and was allowed to fall 
out of bed, sustaining a head injury with no skull fracture 
and apparently no brain injury. Before this event she had 
started to be very nervous and, at times, delirious. She has 
alternated between coma, delirium, and complete orientation 
for three weeks. Three nights ago her blood pressure dropped 
to 68/52 mm. Hg. One ampul (8 mg.) of levarterenol 
(Levophed) bitartrate in 5% glucose solution was given, and 
the blood pressure stabilized at 115/70 mm. Hg to 104/74 
mm. Hg. Is the delirium caused by the disease or by the 
cortisone? Will long-continued use of cortisone cause a fluct"- 
ation in blood pressure? Is there any other treatment for this 


condition? D. R. Foster, M.D., Hale Center, Texas. 


ANSWER.—Since the patient has advanced sarcoidosis with 
signs of intracranial involvement, the primary disease may be 
regarded as the probable cause of her mental aberrations. The 
influence of cerebral trauma or barbiturate intoxication has 
apparently been excluded. Psychic disturbances related to the 
use of cortisone are well known, but coma resulting from steroid 
therapy would be most unusual. Adrenal atrophy is undoubtedly 
present after three years of cortisone therapy, and the vascular 
collapse described may well be a manifestation of inadequate 
or irregularly spaced administration of cortisone. Myocardial 
sarcoidosis may, rarely, provoke circulatory failure. Appropriate 
studies from this standpoint would seem advisable. One has little 
choice but to continue the administration of cortisone in adequate 
doses, under the circumstances described. No treatment of 
curative value for sarcoidosis is known. Palliative neurosurgical 
measures might be considered if signs of increased intracranial 
pressure are present. 


COPPER WATER PIPES IN THE HOME 

To THE Eprror:—Owing to use of brass and copper pipes in our 
home, we have blue staining of material on which the water 
drips. The hot water is bluish, and the color increases on wash- 
ing in it. Cauliflower turns dark in cooking. There is no color 
in the cold water. We will begin passing the water through 
an alkalizer in a few days. Will this copper sulfate harm us 
in any way? What would be the symptoms? What would be 
the best treatment? 

Philip Gordon Kitchen, M.D., Monroe County, Pa. 


ANSWER.—Froboese states (Gas-u. Wasserfach 77:225; ab- 
stracted in Chem. Abstr. 28:4508, 1934), “The lowest concen- 
tration of copper in water at which it can normally be tasted is 
1.5 mg. per liter.” It is necessary for about 30 mg. per liter of 
copper ions to be present in water before staining of white 
plumbing fixtures will begin. With very soft waters characterized 
by low permanent hardness in combination with high carbon 
dioxide and oxygen content, the rate of corrosion may become 
excessive (J. Inst. Metals 66:17, 1940). When orally adminis- 
tered, copper sulfate, because of its locally irritant action, acts 
as an emetic in all species that are capable of vomiting. In man, 
a large quantity of copper sulfate has caused dizziness, ex- 
haustion, icterus, convulsions, shock, coma, and death (Patty, 
F. A.: Industrial Hygiene and Toxicology, New York, Inter- 
science Publishers, Inc., 1949, vol. 2, p. 697). Symptoms at- 
tributable to damage to the nervous system and kidney have 
occurred. The mean daily amount of copper ingested with food 
and drinking water is about 2 mg., most of which is eliminated 
in the feces. The metal is stored chiefly in the liver (Arch. Path. 
6:1 [July] 1928. Texas Agricultural Experimental Station Bulletin 
number 499, 1934). Few instances of alleged illness from work- 
ing with copper or its compounds have been reported. 

From the foregoing discussion, it seems unlikely that the 
water inquired about is an immediate hazard to health; however, 
for convenience in laundry, cooking, and other uses, remedial 
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measures appear indicated. Corrosion can be brought under 
control in most cases so that the system will give an uninter- 
rupted period of service by selecting a suitable metal or alloy, 
by changing the chemical or physical properties of the water, 
or by applying suitable protective coatings to the metal. For 
these measures direct study of the problem by an engineering 
consultant is advised. 


JAUNDICED BABIES 

To THE Epitor:—Does the contracting uterus milk the placenta 
so that blood is forced into the fetus during labor? If so, 
does this explain why a baby is never jaundiced at birth but 
may be very shortly after delivery? I have never seen a baby 
delivered by cesarean section become jaundiced shortly after 
delivery. If these statements are true, would it be a proper 
procedure to perform cesarean section at the onset of labor 
in the Rh-negative mother with a rising titer? Is “stripping” 
the cord a dangerous procedure when there is a possibility 
of incompatibility? M.D., New York. 


ANSWER.—It has been contended that the Braxton-Hicks con- 
tractions throughout pregnancy aid the circulation of the blood 
through the uterus and about the placental site. That uterine 
contractions in labor tend to force or enhance fetal circulation 
is not consistent with general knowledge. Babies may be born 
with jaundice, whether delivered by the natural passage with 
labor or by cesarean section without labor. 

At present there is no good evidence that cesarean section is 
the treatment of order in instances of erythroblastosis. A num- 
ber of workers who have investigated erythroblastosis now con- 
tend that labor and vaginal delivery offer a better prognosis 
for the fetus than delivery by cesarean section, in the absence 
of obstetric indications for the latter method. “Stripping” the 
cord would seem to be an inadvisable procedure in the instance 
of erythroblastosis on the premise that such babies may need 
transfusions (either exchange or added blood), and in this event 
there is no particular reason for increasing the volume of in- 
volved blood within the fetal circulation. It has been argued 
that the normal baby should be given as much hemoglobin as 
possible, for several weeks elapse before the baby ingests food 
with iron content of any magnitude. Some pediatricians believe 
that one reason that premature babies may face anemia is that 
they have insufficient iron at birth to carry them to the period 
when they will receive foods with iron. 


MENINGITIS ANTISERUM 
To THE Eprror:—ZIn pneumococcic meningitis what, if any, is 
the current feeling about the value and use of antiserum? 
Leo M. Smith, M.D., Stamford, Conn. 


> 
ANSWER.—With the sulfonamides and several antibiotics now 
available, the use of antiserum is seldom given any thought in 
connection with the treatment of pneumococcic meningitis. 
Moreover, it is extremely doubtful if an antiserum could be 
readily obtained. There was no question in regard to its thera- 
peutic value at the time when it was generally used. 


URTICARIA IN AN INFANT 
To THE Epitor:—Z/n an infant, 5 months of age, a generalized 
urticarial eruption developed after the second monthly dose 
of alum-containing diphtheria-pertussis-tetanus vaccine. The 
eruption recurred daily for seven days. Is there any method 
by which the remaining doses may be safely given in this case? 
M.D., Delaware. 


ANSWER.— Urticarial eruptions as a result of use of diphtheria- 
tetanus toxoids containing Hemophilus pertussis vaccine are 
very unusual. As a precautionary measure it may be advisable to 
employ single antigens, and perhaps one may also learn in that 
way if a particular antigen is responsible for the reaction de- 
scribed. For pertussis, instead of alum-precipitated vaccine, the 
saline pertussis vaccine should be selected, and 0.1 cc of a vac- 
cine containing 15 to 20 billion organisms per cubic centimeter 
should be injected subcutaneously. This injection should then be 
followed by larger doses at 7 to 10 day intervals—if no reactions 
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occur—until the equivalent of 90 billion organisms has been 
given. A similar plan may be adopted for diphtheria and tetanus, 
using plain toxoid. Under all circumstances, the outside of the 
needle should be free of any material used for injections and not 
more than one injection made in the same locality. 


CLICKING SOUND IN NOSTRIL 


To THE Epitor:—An allergic patient has a clicking sound in her 
rig] nostril, which a neurologist and a _ rhinolaryngologist 
have said is due to a clonus, It is not synchronous with the 
heart beat. It seems to be localized around the right inferior 
turbinated bone, has been more or less constant, and annoys 
the patient when she is quiet. She has been to other oto- 
rhinolaryngologists, but no one has any suggestions for relief, 
except one who offered plastic surgery. Have you ever heard 
of a similar case, and would you have any suggestions for 
relieving the condition? 


James H. Barnard, M.D., New York. 


ANSWER.—Clicking sounds originating in the nose, throat, or 
ear, audible to the patient and frequently to another person, are 
due to spasmodic contraction of muscles in the palate or 
eustachian tube or of the intratympanic muscles. The twitching 
of these muscles is analagous to the involuntary twitching of 
muscles about the eye, over which the patient has no control. It 
is more apt to occur in a patient who is nervous, tense, and 
fatigued. The most effective treatment is to reassure the patient, 
explain the mechanism to her, and give mild sedation. 


NASAL DISCHARGE WHEN LAUGHING 


To THE Epiror:—A white woman, aged 52, when she laughs or 
smiles broadly, experiences a copious serous nasal discharge. 
Examination shows ears, nose, and throat to be normal. Trans- 
illumination of sinuses reveals no abnormality. There is a mild 
nasopharyngitis. Visual acuity is 20/20; the patient accepts a 
cylindrical correction of +0.50 D. in each eye, but she uses 
glasses only for reading. The patient has a severe anemia that 
the referring physician thinks is secondary. She has no symp- 
toms of emotional imbalance. What is the diagnosis and 


therapy? John B. Morton, M.D., Detroit. 


ANSWER.—Profuse, serous nasal discharge is oftenest of 
allergic origin. A stained smear of the nasal secretion in such 
cases will show an increase in the number of eosinophils. Specific 
allergic management may be expected to control the symptoms. 
Most such cases are due to inhalant sensitivity, especially to 
house dust; some are caused by a food. 


INJECTION OF JOINT 


To THE Eprror:—If hydrocortisone is injected into a joint as an 
office procedure, what should be the skin preparation? 


M.D., Pennsylvania. 


ANSWER.—After the site for the injection has been selected, 
the skin must be thoroughly cleansed. The same procedure is 
used that is used in the operating room. The site may be scrubbed 
with soap and water for 10 minutes, or a detergent such as 
a preparation of 2% anhydrous soap and 0.75% hexachloro- 
phene (Septisol), 1-(laurylcolamin of ormylmethyl)-pyridinium 
chloride (Emulsepi), or benzalkonium (Zephiran) chloride may 
be used. This is used on a sterile sponge, and the skin is washed 
for from three to five minutes. 


RELIEVING INTESTINAL DISTENTION 


To THE Epiror:—/ would like to. comment on-the.answer to.the 
question about using a drain in cholecystectomy cases, on 
page 1376 of THE JourNAL for Dec. 4, 1954. I agree with the 
consultant that drainage by the older methods, using the 
Penrose or cigarette drain, is rarely, if ever, indicated. This 
type of drain is in reality not a drain but a wick, since fluids 
cannot move uphill except by suction. A “drain” of rubber 
or any other foreign material in the abdomen not only does 

not drain but actually acts as a foreign body and gives rise 
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to, and increases, complications. However, the picture is 
entirely changed if a stainless steel Babcock sump drain is 
used and is attached to a low-vacuum pump for continuous 
suction. The stainless steel tube is inert and does not cause a 
foreign-body reaction. Since it is attached to a vacuum pump, 
it will actually remove all foreign material within the peri- 
toneal cavity. When placed in Morison’s pouch after a 
cholecystectomy it dramatically changes the postoperative 
course. 

No matter how meticulous the surgical procedure, with 
attention to all details of hemostasis, experience in many 
cholecystectomies has shown that in the first 24 hours after 
operation from 2 to 20 oz. (59 to 591 ml.) of fluid is removed. 
This may be blood, serum, or bile, or a combination of all 
three. This material may come from blood and bile that has 
seeped down into the peritoneal cavity during the operative 
procedure or from an accessory bile duct or fine accessory 
vessels that have been missed during operation. The average 
Penrose or rubber wick that is placed in Morison’s pouch can 
take care of only the overflow and not the exudate that is 
left in the pouch or near the bile ducts. It is this collection, 
which in most cases is absorbed, that gives rise to many of 
the complications following a cholecystectomy, such as dis- 
tention, vomiting, ileus, fever, and, occasionally, a sterile or 
infected collection in the subphrenic or subhepatic spaces. 
In the average patient, after cholecystectomy the drainage will 
almost stop in 18 to 24 hours, at which time the sump drain 
is removed. The record of the drainage gives an accurate 
indication of what is going on in the gallbladder bed. Should 
the suture or tie come off the cystic duct, there will be a 
copious drainage of bile. Similarly, a sudden flow of bright 
red blood would indicate that the cystic artery had lost its 
ligature. Sudden, copious drainage of clear fluid would in- 
dicate an impending ileus. Since stainless steel is inert, there 
is no reaction about the tube. When it is removed, one knows 
that there is no exudate left in Morison’s pouch or under the 
liver. 

The dramatic change in the postoperative course of patients 
who have had cholecystectomy with the use of a sump drain 
is so remarkable that the surgeon has only to try it.in several 
cases to become a complete convert to the use of the Babcock 
sump drain in such cases. 


Alexander Solosko, M.D. 
The Meyersdale Community Hospital 
Meyersdale, Pa, 


LOSS OF TASTE AND SMELL 

To THE Epiror:—IJn THE JourRNAL of June 19, 1954, page 804, 
there is a query as to treatment of a patient who lost the 
senses of taste and smell. In view of the rarity of a complaint 
of this kind, it is well to point out that the chorda tympani 
of the facial nerve is the nerve of taste of the anterior two- 
thirds of the tongue. The nerve for the posterior one-third 
is the glossopharyngeal. Gray’s “Anatomy” states that the 
facial nerve passing through the petrous portion of the tem- 
poral bone can be paralyzed or injured by damage caused by 
middle ear infection or fractures at the base of the skull. When 
this injury occurs there will be a loss of taste in the anterior 
part of the tongue. 

This infection to the middle ear is commonly carried by 
an upper respiratory infection from the throat through the 
eustachian tubes, and, as the chorda tympani also innervates 
the tympanic membrane, the hearing also may be affected. 

’ The same bacteria have easy access into the nasal cavities and 
will irritate the nasal mucosa, the seat of perception of smell 
supplied by the olfactory nerves. In fact, the infection may 
originate from the nasal cavities. This is one of the common 
routes of a bacterial attack on the physiological processes of 
taste and smell. Therapy is quite simple, the sulfonamides 
and antibiotics, when given persistently, together with the 
restoration of the general health, will clean up the infection 
and restore function. ; 


Boris S. Herman; M.D. 
450 Sutter St. 
San Francisco. 














